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PREFACE
Throughout this essay I will distinguish passages of my own personal reflections by 
italicising them. Individual words may also be italicised for emphasis in places.
REFLECTIONS
I think I was attracted to this essay title mainly for three reasons. Firstly, I had some 
experience of writing about and discussing this disorder and I favoured, at the 
beginning of a somewhat daunting three years of study, linking new learning to 
existing knowledge. Secondly, whilst thinking about the question, I found it provided 
opportunity to read and think about some phenomena I have observed in people 
and teams working with personality disorder in some detail. So I thought I would 
enjoy the task. Thirdly, and perhaps more ambivalently, I had recently been placed 
in the position of managing a health care professional with a diagnosis of borderline 
personality disorder (BPD). The experience was not a positive one and I had made 
mistakes. I wondered how I could make use of this experience appropriately - 
without giving too much space to it and without breaching confidentiality.
I approach this question as a white male who has grown up in the UK with medical 
and social work professionals in my extended family. My reading leads me to think 
of my long-industrialised place of birth as perhaps the ‘heartlands’ of the construct 
known as borderline personality disorder. I was first introduced to this term in quite 
specific circumstances -  working in a medium secure psychiatric clinic, with more 
severe cases, predominantly detained under the mental health act due to 
unmanageable and offensive behaviour to self or others. Since then I have spent a 
lot of time relating to psychiatric thinking as part of my professional role. As an 
individual I believe I like compartmentalising or boxing’ ideas more than some, 
which may have a bearing on my ambivalent relationship with this diagnostic term.
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INTRODUCTION
The Oxford Dictionary defines worry at least in part, as a verb; to ‘1. feel or cause to 
feel troubled over actual or potential difficulties', or otherwise to ‘annoy or disturb’ 
(Compact Oxford Dictionary, 2005). Here I will make the assumption that I am 
worried to some degree about my General Practitioner’s (GP) diagnosis -  as might 
be suggested by the fact that I am asking this question. This will allow the 
opportunity to discuss the possible causes and consequences of my being worried, 
which I will make the focus of this essay. Secondly, whilst a source of my worry 
might be my GP’s behaviour or performance, this is not indicated in the question 
being asked and I will assume that in the case being discussed, my worrying has 
very little basis in my GPs actual behaviour. It should however be stated that a 
number of structures and institutions exist to respond, and in a sense, to ‘worry’ 
about poor GP performance -  notably the General Medical Council and the National 
Clinical Assessment Service (Chief Medical Officer, 2006). Some potential impacts 
of borderline personality disorder on my GP’s performance will however be 
discussed.
For ease of reading I will describe the GP concerned as female and as having a 
formal diagnosis of BPD, that by some course of events I have come to know of. 
While some might point to a higher prevalence of male GPs in the UK the GP in 
question, having a diagnosis of BPD, statistically has around a 75% chance of being 
female (American Psychiatric Association, 1994).
Worry itself is a term which might encompass emotional and cognitive experiences 
and neither will be excluded in my use of the term here. I must also acknowledge an 
assumption, supported by the cognitive therapy literature (e.g. Greenberger & 
Padesky, 1995), that ‘worrying’ is often a precursor to action.
I will argue that my being worried by my GPs diagnosis of BPD, and any consequent 
actions I might take, may well constitute participation in some social and 
psychological processes which are well documented in the fields of psychiatry, 
psychology and psychotherapy. I will argue that BPD is closely associated with 
childhood trauma, and that between such trauma and these processes (and hence 
my being worried), a complex relationship exists. I take this position in order to ask, 
‘what should I think about my worriedness?’, ‘where does it come from?’ and ‘what 
consequences might it have?’
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Because being worried and acting on feeling worried is usually not a bad thing, I 
must be clear why in this case there is cause to put such an assumption to one side. 
Firstly, there is a well documented history of people with mental health diagnoses 
being discriminated against by employers. In 2008 the UK government published 
findings that the employment rate for those with mental health conditions was 22% 
(Sainsbury et al. 2008). Concurrently, the recovery approach recommended for all 
mental health services in the UK emphasises the key role played by occupation and 
life roles in recovery from mental ill health (NIMHE, 2005). As will be discussed 
further, people with borderline personality disorder are excluded in large numbers 
not only from work, housing (Mathews, 2006) and networks of support (Coid et al. 
2006), but also from mental health services (NIMHE, 2003). Therefore before I act 
on my being worried about my GP, perhaps these facts alone demand reflection.
BORDERLINE PERSONALITY DISORDER
Borderline personality disorder (BPD) is one of ten personality disorder diagnoses 
found in the Diagnostic and Statistical Manual of Mental Disorders (1994) (DSM IV). 
It is also the most common of these ten diagnoses to be given, (Johnstone, 2000). 
Roth and Fonagy (1996, p198) define BPD as follows:
The essential feature of this disorder is a pervasive pattern of 
instability of self-image, interpersonal relationships and mood. The 
person’s sense of identity is profoundly uncertain. Interpersonal 
relationships are unstable and intense, fluctuating between extremes of 
idealisation and devaluation. There is often a terror of being alone, with 
great efforts being made to avoid real or imagined abandonment.
Affect is extremely unstable, with marked shifts from baseline mood to 
depression and anxiety usually lasting a few hours. Inappropriate 
anger and impulsive behaviour are common, and often this behaviour 
is self harming. Suicidal threats and self-mutilation are common in 
more severe forms of the disorder.’
This is in line with the DSM IV criteria used to diagnose the disorder, (listed in 
appendix 1 for reference). Whilst in the International Classification of Diseases (ICD 
10) manual, a similar set of criteria exist, the DSM criteria are arguably used more in 
this context (e.g. NICE, 2008).
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A GP with a personality disorder?
In his 1955 book, ‘The Mask of Sanity’, Checkley makes an early attempt at 
describing different forms of psychopathy (see social construction of PD section) in 
a number of case studies, including ‘the psychopath as physician’:
‘Everyone regarded him as a brilliant man. His patients loved him...It 
was impossible to find him, for now and then, in the classic manner, he 
lay out in third-rate hotel rooms or in the fields semiconscious until he 
could be found and coaxed back home.’ (Checkley, 1955)
A recent Department of Health document describes the prevalence of mental ill 
health amongst GPs as higher than that of the general population (Department of 
Health, 2008). Whilst the same document points to work-related stress, it also 
describes another important factor, listing personality traits such as perfectionism, 
self-criticism and dependency in those who choose a career in medicine. It is worth 
noting a potential dialectic here; that whilst I will later discuss processes where by 
people with BPD may become ‘devalued’ by mainstream society, GPs might be said 
to be a very highly valued group -  perhaps even an idealised one. Some have 
suggested a relationship between these extremes. Tillett (2003), making reference 
to Bowlby’s (1977) concept of the ‘compulsive caregiver’, states that ‘the choice of a 
career in the helping professions maybe an attempt to remedy early emotional 
neglect, by taking the opportunity to give the care and attention to others that was 
never received as a child.’
Very few studies are available which give indication of the prevalence of BPD 
amongst GPs or health professionals. However studies on university students 
indicate that prevalence in higher academic achievers is not lower than the general 
population (Sinha & Watson, 2001). Shick Tryon etal. (1988), a group of counsellors 
in New York, review experiences of counselling students with BPD over a 10-19 
year period, and note that students with BPD were ‘very intelligent and have 
achieved high scholastic levels even when their lives were in disarray'. The 
possibility begins to emerge, not only of my GP having a borderline personality 
disorder, but also of a potentially complex relationship between psychopathology 
and professional role.
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Impacts of BPD in practice
There are a number of ways in which BPD might impact on a GP’s performance -  
both positively and negatively. Firstly, as suggested by Tillett (2003) and Bowlby 
before him, my GP’s motivation to be a (good) GP might be rooted in the very 
childhood experiences implicated in BPD. Secondly, the isolation experienced by 
many people with BPD and the precariousness of their personal relationships might 
arguably result in a fastidiousness and commitment in their more structured work life 
not found in their colleagues. Furthermore, this strong professional role providing a 
stability of identity might be experienced as a protective aid to recovery. The short 8- 
12 minutes average consultation time with GP’s (The Information Centre, 2007) 
might also protect an individual from some of the problems associated with ongoing 
or less boundaried relationships in their lives. For a rural lone practitioner or after a 
longer course of treatment, relational dynamics would find more fertile ground, and 
endings could be problematic (criterion 1, appendix 1).
From a psychodynamic view point, some patterns of idealisation (e.g. of self) and
devaluation (criterion 2, appendix 1) might, within managed limits, result in a more 
conscientious doctor. However there is also the other possibility; of the denigrated 
patient leaving the consultation room feeling unheard, judged or deprived of what 
they had been asking for. Gabbard & Wilkinson (2000, p54) state that ‘professionals 
of caring are intrinsically suspect to patients who have been exploited under the 
guise of being loved’. This might provide a serious personal challenge to my GP. 
Their role might facilitate unconscious identification with an internalised ‘abuser 
object’. Here, my very knowledge that she has a BPD diagnosis might lead to 
feelings of guilt on my part, producing fertile ground for this to occur. From a 
cognitive behavioural perspective, their internalised models of caring -  professional 
or otherwise, may be very alien when compared with Department of Health 
expectations.
My GP might conversely be experienced by me as, ‘too loving’ or ‘too rescuing’. 
Gabbard & Wilkinson (2000, pp51-52), refer to the detailed diaries of a therapist, 
Sandor Ferenczi who, deprived of motherly nurturing as a child, ‘secretly hoped to
be loved and idealized in return for his loving, therapeutic efforts’.
Whilst a BPD diagnosis might be reflected in both positive and negative impacts on 
GP performance, the next section will explore theory describing social,
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psychological and psychodynamic processes which might be implicated in my being 
worried by their diagnosis.
PROCESSES IMPLICATED IN MY BEING 
WORRIED
1. The Social Construction of BPD
In her book, ‘Personality Disorder: Temperament or Trauma?’ Castillo (2004) 
summarises service user frustration with a process by which ‘...where understanding 
is required, fear has emerged’. Social constructionism is overtly concerned with the 
social processes whereby views of the world are formed (Cromby & Nightingale, 
1999). Adherents to this model look often to discourses being negotiated and shared 
within societies, and are interested in the power held by some groups to influence or 
maintain a dominant ‘view of how things are’. From such a position I must 
acknowledge that my knowledge of borderline personality disorder is a construct 
which has been influenced through various points of discourse. I should be 
interested in where these discourses reside, what functions they might perform, and 
who has dominated in their construction.
Shaw and Procter (2005) begin a history of the BPD construct with early discourses 
in which women whose behaviour threatened social norms were positioned as 
‘witch’ or ‘outsider’. It was Foucault, they record, who documented the replacement 
of pre-modern, religious constructs with a scientific one, defined and controlled by 
scientists, under the umbrella of ‘insanity’. Examination of the troubled history of this 
concept offers support to this account, which under the umbrellas of ‘moral insanity’ 
and ‘psychopathy’, has been associated with ‘liars’, ‘swindlers’ and the 
‘quarrelsome’ (Gelder etal., 1989).
Disordered individual or disordered experience?
The tendency of locating problematic behaviour as symptomatic of an individual 
disturbed personality, suggest Shaw and Proctor, obscures a rich context of 
gendered power differentials at play. They view the dominant psychiatric view of 
BPD as an attempt to explain away strategies used by women to survive and resist 
oppression, and also to maintain a societal response of denial to such abuse (Shaw
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and Procter 2005). Anger and fear of abandonment (see criteria 1 and 8 above), are 
framed as inappropriate and unhealthy, instead of being understood as 
understandable in the context of the person’s history of abuse and neglect. 
Linehen’s (1993) dialectical behaviour therapy model of treatment for BPD appears 
to corroborate this view by explicitly identifying para-suicidal behaviour, for example, 
as an ‘attempted solution’, rather than as ‘problem’.
A large body empirical evidence supports the idea that childhood trauma is an 
important causal factor in the aetiology of BPD and this is summarised in the UK 
Government document ‘Personality Disorder: No Longer a Diagnosis of Exclusion’, 
which states that ‘personality in adults has its origins in childhood disturbance’ 
(NIMHE, 2003). Herman et al. (1989) found in a sample of people diagnosed with 
BPD that the prevalence of childhood sexual abuse was 68% and that for physical 
abuse was 71%. Verbal abuse and various operationalisations of neglect have also 
been measured retrospectively, as important factors (e.g. Zanarini etal., 1989).
Herman (1989) proposes a complex form of post traumatic stress disorder (PTSD) 
and describes enduring personality change, somatisation, dissociation and affective 
changes in describing features of complex PTSD which are distinct from simple 
PTSD. These are symptoms explicitly targeted in dialectical behaviour therapy for 
BPD developed by Linehan (1993). A form of complex PTSD (‘disorders of stress 
not otherwise specified’) is described in the current ICD 10, in which,
‘(...) personality change should be enduring and manifest as inflexible 
and maladaptive features leading to an impairment in interpersonal, 
social, and occupational functioning.’ (World Health Organisation,
1992)
Functions of a psychiatric construct
In addition to the maintenance of gendered power imbalances, and the denial of 
abuse, further functions of the psychiatric construct of BPD have been suggested. 
Perry (2007), analysed discourses around BPD within a set of clinical psychology 
journal articles, and identified three interpretive repertoires which appeared to work 
together to form a construct. The functions of these repertoires, Perry concluded, 
were influenced by material and ideal interests of the clinical psychology profession. 
Wright et al. (2007) reflect on their experience of training practitioners in the field of
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personality disorder and conclude that discourses about personality disorder are 
sustained within ‘a broader set of social constructs which expose a dynamic 
relationship between idealized self and denigrated otherness.’ Indeed, the function 
of locating the dominant group as ‘ordered’ may be enough, to require the 
construction of the ‘disordered’ and Perry, (2007) concludes that clinical professional 
communities may only go as far as adding a prefix of ‘serviceable’ to this ‘other’.
2. Social Representations of BPD
Another theory which might share this view my worriedness as embedded in a 
complex history of controlled discourses, is that of social representations. Moscovici 
(1976) was interested in the relationship between scientific knowledge, and that 
shared in mass media and lay discourses. This theory addresses two criticisms of 
traditional social constructionist thinking in a way helpful in thinking about BPD. 
Social constructionism and in particular the method of discourse analysis, have 
been criticised at times for being less than alert to vital symbolic or non-verbal 
communication. In the lives of victims of childhood trauma in particular, it is the 
inexpressible and socially unacceptable nature of experiences which may make 
symbolic communication both by them and about them, vital and potent (Joffe 
(2002).
Secondly, whilst considering the possible active functions of holding a particular 
representation, and drawing from psychodynamic thinking, unconscious group 
unconscious defences are acknowledged. These might include defences against 
feelings of threat. Joffe (2002, p569) summarises this idea, proposed in Moscovici’s 
(1976) original study:
‘In general, those already construed as out groups are the repositories of 
the projections mainstream society wishes to distance itself from.’
The social theories referred to here describe how biased and controlled social 
processes -  conscious and unconscious, might be implicated in my being worried 
about my GP prompted only by her diagnosis. In the next section I will explore what 
contributions psychodynamic theory might make to my understanding of such 
processes.
Social constructionism requires me to reflect on my various group memberships -  
memberships by choice (trainee clinical psychologist) and otherwise (male, white,
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etc). It asks me to question the part played by these groups in the creation of the 
discourses I employ, and their influence on my choice of available discourses. I am 
reminded of my experience of managing a woman with a diagnosis of BPD. Within 
this relationship my supervisee often pointed out to me, implicitly or explicitly, my 
position as member of groups to which she did not or could not, belong. Whilst this 
was usually uncomfortable, I became more aware of my memberships -  particularly 
being a man, and more generally, a person with no particular history of rejection or 
marginalisation. I can now see a specific use of such information and will, I think, 
receive such information differently in the future. This has changed my attitude to 
service user involvement somewhat as, in social constructionist terms, it can help 
make the assumed constructs of my own group more visible to me for examination. 
The service user’s voice will also never be a passive undiscerning mirror, but a 
directed one (and perhaps hence, my discomfort).
As I write about the debates around borderline personality disorder, I find that I have 
become quite passionate about the links between this diagnostic category, and 
childhood trauma. The first people I encountered with this diagnosis were 
associated with ‘offending’ behaviour of fairly high severity including regular self 
harm, aggression and suicide attempts. Over time I have become frustrated by the 
classification of such problems often according to presenting behaviours rather than 
underlying pathology and I think here of injecting heroin users and clients who self 
injure regularly, who may have quite similar patterns of childhood experiences and 
consequent psychopathology. Having had the chance to read about the proposed 
concept of a ‘complex PTSD’, and think about what this might mean for say, my GP, 
I am struck by what might be termed the ‘apportion of blame’ implicit in a trauma 
based concept. My reaction to this idea is strong perhaps for two reasons; firstly 
because I have met many personality disordered clients who implicitly blame 
themselves for their diagnosis, and secondly because such people have also 
experienced rejection from services, imprisonment and other excluding experiences 
which appear to them to collude with this self-blame.
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3. Psychodynamic Responses to BPD
Psychotherapists and clinicians working with personality disorder have long 
described how victims of childhood trauma can illicit polarised feelings, thoughts and 
responses in professionals and also in groups of professionals (Norton, 1996). 
However it is also documented that people not directly employed as health 
professionals experience difficult feelings in response to such people (Gabbard & 
Wilkinson, 2000). That such feelings can lead to corresponding action - including 
sometimes non-health enhancing, or even punitive behaviours - is also well 
documented (Norton & Dolan, 1995). Explanations for such feelings and behaviour 
often point to unconscious psychodynamic processes including countertransference 
and ‘acting out’. The relevance of these phenomena to BPD is great, and some 
have gone as far as suggesting that countertransference reactions may be the most 
reliable guide to making this diagnosis (Solomon etal. 1987, as sited in Gabbard & 
Wilkinson, 2000). Kernberg’s (1975, 1981) theory of borderline personality 
organisation, (its influence almost undetectable in today’s psychiatric criteria), was 
defined nearly exclusively in psychodynamic terms.
Most discussions about transference are concerned with patient-therapist 
relationships, with some extending to ward nursing staff and other professionals 
(see Norton, 1996). Here, the client experiences feelings in their relationship with a 
professional which correspond to relationships in the client’s past. Whilst Freud’s 
original understanding of countertransference was narrow and concerned mainly 
with a therapist’s own past material influencing his/her feelings towards the client, a 
wider set of phenomena have since been described under this title. Many refer to 
the Kleinian concept of projective identification. Perhaps most relevant to my 
question about my GP, is Winnicott’s (1949) ‘objective’ form of countertransference. 
Here the person evokes a specific emotional response in all people who interact 
with them, and these may be ‘intense feelings of hate...which reflect more about the 
patient’s past than anyone else’s’ (Gabbard & Wilkinson, 2000, p10). Whilst in the 
novel question being asked here, I am the patient and the ‘patient’ is the doctor, the 
principle remains that such a person might illicit strong negative feelings not just in 
myself, but in other visitors to the surgery. In contrast to the acting-out described on 
wards by patients with BPD, my response might constitute an ‘acting in’ (Gabbard & 
Wilkinson, 2000), and perhaps even verbalising the question being discussed here 
could constitute an example of this.
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Evidence for the existence of countertransference is not robust. The hypothesised 
unconscious events are not directly observable, and psychodynamic theory has 
been criticised for being unfalsifiable. However, Gabbard and Wilkinson claim that,
'(...) there is a general consensus that the split-off self-representation, object- 
representation, or affect that the patient projects onto the therapist produces 
changes in the therapist to conform to the nature of the projection.’ (Gabbard & 
Wilkinson, 2000, p10)
In the person with BPD, state Gabbard and Wilkinson, it is the ‘sick’ or ‘bad’ self 
which is projected onto another person, resulting in the possibility of the recipient 
person feeling, ‘thoroughly hateful’. Vitally, childhood experiences of trauma and 
neglect are implicated in the performing of such actions. Hence the possibility arises 
of childhood abuse or neglect being in a sense repeated by others in later life, via 
unconscious processes and responses to them.
It should also be noted that whilst emotional responses elicited can be ‘bad’ or 
‘hateful’, opposite responses can also be experienced with adult survivors of 
childhood trauma, and these are also accommodated within the Kleinian framework 
of object relations. People with BPD can illicit for example ‘rescue’ responses, which 
may be as inappropriate as punitive ones (Gabbard & Wilkinson, 2000; Norton, 
1996).
Previously, I referred to feminist constructionist criticism of the construction as 
individual and pathological what might be seen as a set of survival strategies in 
victims of childhood trauma. In a similar way, both pessimistic and optimistic 
interpretations can be offered for the sometimes intense countertransference 
experienced in working with BPD. For example, Whilst Kernberg (1975, 1981) 
speaks of ‘primitive defence mechanisms’, Scharff (1992) describes the client’s 
projecting as a functional attempt to, in a sense re-order their internal world, through 
the re-introjection of modified projections. The individual can be viewed as a kind of 
‘unconscious loose cannon’, or as someone actively using others to help them 
rebuild their internal world.
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Defences of the social group
Whilst I have described some countertransference processes which might be 
prompted mainly by unconscious material or past experiences of my GP, I referred 
above to defensive unconscious processes at a group level, with reference to social 
representations theory. These might be prompted instead by the needs of the group. 
Alford, (1989) describes two reasons why, from a Kleinian perspective, the 
positioning of ‘out’ groups might be difficult to challenge. Firstly,
'(...) a Kleinian perspective sees the group as defending against primitive anxiety. 
The problem with groups is that they are so good at defending against this anxiety 
that they forestall the emotional conflicts that lead to moral learning.’
Secondly he suggests that idealisation and devaluation actions by the group, which 
he sees as dominant defensive strategies, can be pervasive because the group 
formation by its nature excludes ‘reality checks’. This adds further weight to 
arguments for the establishment of robust service user involvement structures, a 
function of which might be to provide such reality checks.
From my own experience, I am persuaded that unconscious processes can iliicit 
strong feelings towards others, and that this is a phenomenon strongly linked with 
survivors of childhood trauma. I think of my relationship with the member of staff 
previously described, where, despite being supported with good supervision, I on 
one occasion decided that it would be appropriate to express anger towards her in 
private -  a decision that after supervision, I realised was both a mistake and also 
untypical of me towards others in my team. On a number of other occasions, my 
colleague expressed intense feelings of anger towards me, in the context of various 
accusations which ultimately required intervention external to my team. However, as 
we grew to understand each other, I became aware of some of those things I 
needed to change in order for such feelings not to be triggered in either of us. These 
changes included the way I communicated with her and my regular recognition of 
her strengths. It has been very helpful to read in more depth the theory surrounding 
particularly countertransference, and I have been able to connect a number of 
concepts that I have learned about in different contexts.
One thing that has struck me reading feminist constructionist accounts and 
psychodynamic theory is that whilst the former argue that a set of survival strategies
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are being pathologised and removed from social context, a similar argument can be 
made concerning countertransference. A number of writers describe the projection 
of unwanted parts of the self onto others as a way of coping; of surviving. And yet 
this too, in my experience, tends to be pathologised. In my experience of handovers 
on a medium secure ward, behaviour sometimes seemed to be communicated with 
a sense of being attacked without motive - ‘the worst of crimes’.
CLINICAL IMPLICATIONS
Shaw and Proctor (2005) suggest that the very act of diagnosing positions the 
diagnosed as ‘other’ as though their Very being’ is disordered, questioning the use 
of any diagnosis -  trauma based or otherwise. However, they also argue that the set 
of behavioural, cognitive and emotional patterns in psychiatric criteria for BPD might 
be better understood as adaptive reactions to early relational traumas -  adaptive at 
least within the context in which they were born. Wright et al. (2007) argue that 
unhelpful discourses can be challenged through training which encourages 
practitioners to recognise shared characteristics and strengths in their relationships 
with such individuals. They offer four recommendations:
1. ‘Sophisticated, supportive and durable systems of clinical supervision’,
2. The addressing in therapy, explicitly, of social stigmatising processes.
3. Training which gives central importance to the deconstruction of damaging 
representations of PD.
4. Practitioner-client relationships should attempt a balanced view of 
individual’s strengths as well as weaknesses.
McNamee (1996, p146) suggests that the very generation of a manual for 
diagnosing such disorders as BPD, ‘...presumes that clients in therapy are not part 
of the dialogue but are instead, objects to be studied, classified...’ Service user 
involvement both formally and informally, can be vital as a means to challenge 
constructs being maintained; helping professionals recognise their assumptions, and 
ultimately co-constructing new discourses. It may also play a part in challenging 
unconscious defensive strategies in the dominant group which rely on devaluation.
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CONCLUSIONS
The ‘worrying’ about employed people with mental health problems is a documented 
problem, not least for those who are socially excluded or unemployed because of 
their mental health diagnosis. The main aim of this essay was to explore what 
processes might lie behind my being worried my GP with borderline personality 
disorder.
Parker (1997, p159) attests that ‘the history of psychology is a repression of 
psychoanalysis, and a repression of its own past ties with psychoanalytic ideas...’ 
Shaw and Proctor (2005) argue that the history of psychoanalysis is in a sense, a 
‘repression of sexual abuse’. The ‘repressed within the repressed’ (or ‘excluded 
amongst the excluded’) may face some resistance in reaching the collective 
consciousness, and this may require much more than a government document 
stating that PD should be ‘no longer a diagnosis of exclusion’.
Whilst the psychiatric literature surrounding PTSD and complex PTSD predict a risk 
of this GP eliciting re-traumatising responses in others, I have outline social and 
psychodynamic models which point to the same risk. Importantly, what my 
worriedness leads to, in the absence of reflection, may constitute a participation of 
some kind in these processes. Perhaps social exclusion, or even retraumatisation, 
can begin with being worried.
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APPENDIX 1
DSM IV Diagnostic Criteria for Borderline Personality 
Disorder
‘A pervasive pattern of instability of interpersonal relationships, self-image, and
affects, and marked impulsivity beginning by early adulthood and present in a
variety of contexts, as indicated by five (or more) of the following:
1. frantic efforts to avoid real; or imagined abandonment. Note: Do not include 
suicidal or self-mutilating behaviour covered in Criterion 5.
2. a pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation
3. identity disturbance: markedly and persistently unstable self-image or sense of 
self
4. impulsivity in at least two areas which are potentially self-damaging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating). Note: Do not 
include suicidal or self-mutilating behaviour covered in Criterion 5.
5. recurrent suicidal behaviour, gestures or threats, or self-mutilating behaviour
6. affective instability due to marked reactivity in mood (e.g. intense episodic 
dysphoria, irritability, or anxiety usually lasting a few hours and only rarely 
lasting more than a few days)
7. chronic feelings of emptiness
8. inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays 
of temper, constant anger, recurrent physical fights)
9. transient, stress-related paranoid ideation or severe dissociative symptoms’
(American Psychiatric Association, 1994, p710)
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Professional Issues Essay Year 2
What and Where is the Evidence that 
Clinical Psychologists make Good 
Leaders?
Are there lessons that can be drawn from other disciplines within 
the public and commercial sectors to inform the development of
the evidence base?
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PREFACE
Throughout this essay I will distinguish passages of my own personal reflections by 
italicising them. Individual words may also be italicised for emphasis in places.
REFLECTIONS
Whilst preparing to write this essay I reviewed the first essay I had written during 
clinical psychology training. I recalled the professional aspirations which, on writing 
the essay, I was able to relate to in a new and exciting way. I had, after a number of 
years of applying, been accepted provisionally into community of professionals to 
which I had aspired to belong.
However on commencing training I had a rather vague notion of why, apart from 
being able to work psychologically to improve the well being of individuals, it was 
desirable to be a clinical psychologist. There appeared to be a less explicitly 
conveyed reason -  perhaps one that I would be able to clarify during training. The 
subject of leadership perhaps offered an answer, and hence this essay has given 
me the opportunity to explore the possibilities for myself with regard to leadership, 
upon qualification. This would also allow me to learn about the political and 
professional context into which I will qualify.
On beginning my literature review for this essay I became aware that, in contrast to 
the previous essay, this was a subject I had read almost nothing about before. My 
understanding and perspectives on leadership had to that point, come from 
elsewhere. I had been in leadership positions -  in a voluntary sector mental health 
team, as an undergraduate and even in cub scouts. My conceptualisation of 
leadership must have been shaped by such experiences, along with understandings 
passed on to me perhaps by parents, the media and teachers. As a white man born 
in the UK in the 1970s, with social work and medicine featuring in my immediate 
family, I may have received a different set of understandings than those of others 
even before I had tried such a role. Perhaps even as a cub scout, the groups in 
society that I belonged to, including ‘male1 and ‘middle class’ were shaping not only 
my implicit understanding of leadership, but also my relationship to it. As a trainee 
clinical psychologist I have vested interests in this question’s answer for the future. 
With regard to the past, I may wish to view my past behaviour as good leadership or 
even as leadership at all, whilst others might disagree. As such I may also wish to 
retain an idea that leadership as an individualistic phenomenon does exist, in the 
face of evidence that it might not.
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INTRODUCTION
In 1978 leadership was described by Burns as ‘one of the most observed and least 
understood phenomena on earth*. Nearly a century after explicit efforts had begun to 
research the question of what makes good leadership, the answer remained elusive. 
Whilst work has intensified since, many argue that the responses to this question 
remain confused and findings remain predominantly difficult to generalise (Van 
Wart, 2003).
Within leadership, complexity has become increasingly acknowledged in two areas; 
the complexity of the leadership as a phenomenon and the barriers to effective 
leadership consequent to the complexity of organisations (Bolden et al., 2006; 
Johns, 2003). This has partly been learned from the failures of initiatives to improve 
effectiveness. Johns (2003) conducted qualitative research attempting to use clinical 
supervision to develop effective leadership capabilities in ward managers in a busy 
21st Century hospital. His observations of the barriers to success give an example of 
the challenges faced by those who are asked to lead. The ward managers, who 
expressed frequent anger and anxiety in supervision, ultimately ‘got frustrated and 
led from a parental-hierarchy stance*. Johns describes them as becoming ‘both the 
critical and protective mother to the naughty and suffering staff*, within a prevailing 
‘culture of conflict and conflict avoidance*. The intensity and simplicity of this 
particular intervention; one hour supervision every four weeks, also appear to reflect 
methodological weaknesses commonly cited in hindsight (Bolden et al., 2006; 
Johns, 2003).
Many models of good leadership have been referred to in the literature. The 
question posed here implies that a ‘good leader* is an objectively identifiable entity; 
one that might remain ‘good’ across different situations. I will also consider 
arguments that have questioned this assumption and the contributions they make.
I will begin by summarising some of the evidence concerning good leadership and 
lessons learned in the history of approaching this question. I will then argue that 
clinical psychologists should make good leaders using three perspectives: clinical 
psychologists as good leaders, psychological therapy as good leadership, and 
clinical psychologists as good facilitators of good leadership process. From each of 
these three perspectives I will select evidence from various sectors suggesting that
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clinical psychologists specifically are equipped to provide, facilitate and develop in 
others, good leadership as required for effective service delivery.
I will focus on the UK and the NHS as a context for this question and on clinical 
leadership (there is also evidence that clinical psychologists make good managerial 
leaders and managers; Clements etal., 1986). This is firstly because the question of 
clinical leadership is of such importance to the NHS at this time (see next section) 
and secondly because the NHS is complex enough as a context within which to 
explore such a complex phenomenon -  a lesson re-learned all too frequently 
according to the literature (Bolden et al., 2006; Edmonstone, 2008). Clinical 
leadership in the NHS is defined as ‘facilitating evidence-based practice and 
improved patient outcomes through local care’ (Millward & Bryan, 2005). I must also 
acknowledge that as a trainee clinical psychologist with some leadership experience 
I have a specific stake in the answer to this question.
Firstly though I will attempt to describe the wider social, political, and professional 
context within which this question is being asked.
21st CENTURY LEADERSHIP IN THE NHS
A variety of factors appear to have focussed debate and research around leadership 
in the statutory and commercial sectors alike in recent years. Public sector 
devolution of power in the UK (Gomez, 2007), combined with sequences of 
corporate and statutory scandals, have made local leadership more powerful and 
more critical to the delivery of government policy and policy changes (Edmonstone, 
2009; NIMHE, 2007), but also the subject of more critical analysis.
Within the statutory sector, coordinated working between social, voluntary and
health agencies is increasingly required (NIMHE, 2007). Simultaneously the NHS is
the subject of major reforms (Van Wart, 2003) and in a state of almost perpetual 
change (Coak, 2007; Edmonstone, 2008; Edmonstone, 2009). Such reforms will 
increase the use of multi-disciplinary team working (Coak, 2007). The successful 
delivery and maintenance of reforms in the NHS is increasingly seen to hinge upon 
the need for leadership (Coak, 2007; Van Wart, 2003). Correspondingly, the recently 
established NHS Modernising Agency is charged with establishing and
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implementing leadership initiatives towards aims set out in the NHS Plan 
(Department of Health, 2000; Millward & Bryan, 2005).
New Ways of Working outlines new principles and culture within which leadership in 
mental health teams is defined, attempting to decouple clinical leadership 
responsibility from psychiatry and towards the appropriate competent professional 
(NIMHE, 2007). Whilst during its first half Century NHS leadership has moved from 
the physician to the manager, the leadership called for now is both clinical and local 
(Millward & Bryan, 2005; NIMHE 2007; Sitley Brown & Folen, 2005). Mental health 
services of the near future are also working more psychologically with a reliance on 
psychology supervision and training (NIMHE, 2007).
I have recently worked in a multidisciplinary mental health team in which the 
psychiatrist clearly played a leadership role -  often sitting at meetings opposite the 
appointed manager of the service. These two roles appeared to be a good example 
of implicitly and explicitly defined roles respectively. As a trainee clinical 
psychologist I found that, subjectively, the psychiatrists approval or otherwise of my 
contributions to discussion seemed important. I thought about where this might 
come from. At times decision making processes appeared to be informed by the 
professional authority of the psychiatrist. At others, the idea that their level of 
accountability was unique was referred to as a guiding principle. I subjectively 
experienced this person as professionally both impervious and vulnerable, and 
wonder if these are two aspects of traditional leadership structures which act to 
maintain such structure.
Therefore it is within a climate of evolution urgently in need of leadership and a 
culture which identifies increased use of clinical leadership as the key to success, 
that the question being asked here is posed. Some have identified clinical 
psychologists as strongly suited to the role of clinical leadership (Clements et al., 
1986; Coak 2007; Winum, 2003). The next section will explore the evidence, 
arguments and lessons learned from various sectors concerning what constitutes 
good leadership.
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WHAT IS GOOD LEADERSHIP?
The word ‘good’ is one that perhaps carries the risk of being confidently interpreted 
in quite different ways. Here I shall assume that ‘good leadership’ is that which 
optimally facilitates an organisation’s achievement of its aims or criteria for all stake 
holders, and produces ‘adaptive and useful change’ (Kotter, 1990).
The history of research and development around leadership has been characterised 
by the problematic conflation of different concepts, such as management and 
leadership (Millward & Bryan, 2005), poor generalisability across complex contexts 
(Van Wart, 2003) and poor evaluation of leadership development programs 
(Edmonstone, 2009). Even the recent NHS Leadership Qualities Framework (LQF; 
listed in appendix 1) has been criticised for its reliance on self-report evidence from 
chief executives for generalisation to the entire workforce (Bolden etal., 2006).
The development of leadership theory also appears to suffer from an attraction 
towards individual characteristics and lists of qualities (Edmonstone, 2008). Bolden 
et al. (2006) argue that the new LQF, whilst progressive, is an example of a return to 
this form using new language.
Early lists of characteristics were influenced by gendered and class bound ideas of 
hereditary genius and entitlement, based on unfalsifiable models and popular 
biographies (Van Wart, 2003). Leadership theory, influenced by research in both the 
commercial and public sectors has since passed through a number of transitions 
(Van Wart, 2003). Early progress moved focus from ever-lengthening lists of traits 
and characteristics on to consideration of situational factors (Van Wart, 2003). 
Contingency theories however were also prone to deterioration into ‘a kind of 
laundry list of conditions under which one or other style is more appropriate’ 
(Millward & Bryan, 2005).
Research such as the Ohio State Leadership Studies (Hempill, 1950) started to 
identify relational factors as important (Van Wart, 2003). By the 1990s, the 
transformational model of good leadership developed by Bass and Avolio (1993) 
emphasised the personal relational influence of the leader, often contrasted with a 
transactional style of leadership (Van Wart, 2003). By 2005 Millward and Bryan were 
able to state:
34
‘Evidence is beginning to accumulate for the demonstrable superiority 
of transformational leadership skills in fostering superior performance 
across a range of work settings...and in health care in particular.’
This theory contends that the effective leader is one who has ‘the skill to motivate, 
inspire, stimulate and facilitate others’ across a range of circumstances (Millward & 
Bryan, 2005). Much of the evidence cited was from the nursing literature. For 
example Outhwaite (2003) used a situational analysis approach to explore 
leadership factors important for negotiating changes in a learning disabilities service.
In the UK Alimo-Metcalfe and Alban-Metcalfe (2005) identified methodological 
problems with some of the American studies which tended to be based on less 
representative samples and higher level ‘distant’ managers only. They used a 
grounded theory approach with a gender-inclusive and ethnic minority-inclusive 
sample of 3,500 managers at various levels of the NHS and local government. The 
model of good leadership developed included aspects of transformational leadership 
but added to this aspects of what Greenleaf (1970) had previously called ‘servant 
leadership’. Hence a dominant factor emerged characterised by ‘genuine concern 
for others’ well-being and development’ (Alimo-Metcalfe & Alban-Metcalfe, 2005).
In the next section I will draw on evidence to suggest that clinical psychologists 
make good leaders.
PSYCHOLOGISTS AS GOOD LEADERS
Critical analysis and formulation
Whilst reviewing the transformational model of good leadership, Millward and Bryan 
(2005) add to the conditions required for good leadership to occur:
‘What makes effective leadership possible is the ability to critically 
analyse the situation on several levels in both technical...and people 
terms.’
It is perhaps the lessons learned from the contingency and situational schools of 
leadership that offer the most robust evidence for this (Van Wart, 2003). Hence to 
apply different styles appropriately, the situation must be analysed. The relevance of
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critical analysis to the clinical psychologist is clear as such skills are fundamental in 
today’s clinical psychology training courses within both therapy and research (BPS, 
2006). Edmonstone (2008) describes a lesson learned from previous approaches to 
leadership resulting in a focus on ‘hitting the target but missing the point’. The ‘other 
way of being’; of working towards the heart of the matter (the point) in order to reach 
a target as described by Edmonstone, has the form more of psychological 
formulation. Kiemle et al. (2008) conducted a qualitative evaluation of a leadership 
development course for clinical psychologists and concluded that ‘our clinical 
expertise, experience of handling complex information and formulating...were the 
building blocks of successful leadership’.
Scientist practitioner approach
Millward & Bryan (2005) cite the ability to introduce interventions based on 
‘evidence, theory and informed judgement’ as important in leadership. Farhall (2001) 
describes the ‘socialisation’ of the clinical psychologist to ‘seek data in many facets 
of their work: at case level...in program evaluation, and in understanding the 
methods of evidence-based practice’. More than a guiding framework for doctorate 
training, this has been described as a professional identity; carrying with it ‘a moral 
injunction to distinguish between sources of knowledge on the basis of their origins’ 
(Corrie & Callahan, 2000). Farhall (2001) describes this ‘tradition of empirical 
investigation and theory building’ as a ‘hidden uniqueness’ of the clinical 
psychologist.
Reflective practice and supervision
Drawing on research applying supervision to the development of transformational 
leadership capabilities in hospital ward managers, Johns (2003) concluded that 
central to effective leadership is the ability to reflect. Not only this, good leadership 
requires the ability to encourage reflection (including use of supervision skills) and 
even consequent self-care in others (Alimo-Metcalfe & Alban-Metcalfe, 2005; Johns, 
2003). This is supported by conclusions of the Leadership Project -  drawn from 
interview data with psychiatrists, team co-ordinators and managers (Department of 
Health, 2005). Participants cited as important ‘awareness of how values, beliefs, 
goals and aims can affect themselves, others, and the wider surrounding system.’
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In secondary care in particular, as multidisciplinary teams become increasingly 
aware of the prevalence of personality disorder and childhood trauma in their 
caseloads (NIMHE, 2007), the value of reflective practice facilitation skills in leaders 
should be highly valued. Norton and Dolan (1995) offer detailed practice based 
arguments for this. Sitley Brown and Folen (2005) stress the complexity of problems 
with which multi disciplinary teams are set up to work. Citing clinical experience they 
argue that psychologists are well suited to lead in such a context; applying and 
modelling reflective practice and self-care and developing these skills in others. 
Reflection has also been cited as a ‘building block’ skill brought by clinical 
psychologists to leadership development training, in a follow up evaluation study 
(Kiemle etal., 2008).
Clinical psychologists emphasise the practice of supervision, reflection and the 
facilitation of reflection in individuals and teams as elements of their role and skill set 
(Chinn, 2007; NIMHE, 2007; BPS, 2006).
Working with tensions and difference
Working with complexity and in complex teams also has the effect of illuminating 
differences which must be worked with (NIMHE, 2007; Sitley Brown & Folen, 2005;
Woodbridge & Fulford, 2004). Sitley Brown and Folen (2005) refer to working with
differences in values and the consequent tensions as key to leadership of a multi­
disciplinary pain management team. Hence individual dynamics, ambivalences and 
values may be introduced by clients, carers, professionals and also the service as a 
whole (e.g. limitations). These may be accompanied by ethical dilemmas of 
autonomy and consent. Hickey (2008) draws on experience as a clinical 
psychologist leader implementing a staff skills development group to argue that,
‘Working with this tension, as opposed to trying to overcome it, 
potentially allows a more creative change relationship in which
followers are able to engage in creating something new and
negotiated.’
Hence in effective leaders conflict, rather than being viewed as an adversity to be 
removed, is seen as functional (Edmonstone, 2008). Arguably a distinctive and 
prized skill of the clinical psychologists is the ability to work with tension in a
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reflective and systematic way towards identified goals; something that may even 
constitute playing ‘therapist to the team' (Sitley Brown & Folen, 2005).
Working with anxiety
Johns (2003) charts how despite use of clinical supervision to develop reflective 
capabilities in a group of ward managers, anxieties transmitted through an NHS 
organisation can quash transformational leadership. Hickey (2008) describes a 
process by which institutions become anxious in a climate of uncertainty and risk 
aversion, leading to pressure upon leaders to become a source of certainty. The 
consequence of bowing to this pressure is that the leader becomes idealised as a 
sole dispenser of creativity and innovation. Ultimately teams or organisations 
become rigid and inflexible at the frontline, with responsibility, flexibility and creativity 
deferred upwards.
Not only are clinical psychologists trained in evidence based theories of anxiety, 
including its occurrence in groups; they are also trained to recognise and formulate 
concerning such anxiety, and also to supervise those working with it (Department of 
Health (2008). In a team setting the clinical psychologist is best placed to promote 
understanding that, rather than being something to be defended against, exposure 
to anxiety may be necessary as an alternative to rigidity. The necessary conditions 
for this to occur however, may also be ones the clinical psychologist is best placed 
to facilitate, through reflection and supervision skills.
Working with group processes
The ability to work with group processes may themselves be a key aspect of 
transformational leadership, which Johns (2003) describes as ‘based on relationship 
where people work together towards realizing a shared vision and shared success 
both personal and organisational’. Millward and Bryan (2005) describe the 
management of group and team processes as inextricable from the practice of good 
leadership. Whilst non-psychology professionals may be skilled in working with 
group processes implicitly, psychologists are able to introduce and employ theory of 
group processes explicitly; making them visible.
Emotional intelligence
Goleman (1998) tested and interviewed high performing leaders in both the 
commercial and statutory sectors, attempting to measure high performance 
objectively. He concluded that elements of emotional intelligence, including self­
regulation, motivation, empathy and social skills, differentiate high performing
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leaders from their peers; especially in the context of leading change. Returning to 
the theme of team anxiety, one of Goleman’s explanations for this is the self aware 
and self regulating individual’s ability to manage the anxiety of the group. In the face 
of change, these leaders are able to ‘suspend judgement, seek information, and 
listen’ (Goleman, 1998). Johns (2003) also reports that deficits in such factors act as 
barriers to good leadership in hospitals.
Returning to the theme of reflective practice, Goleman (1998) describes the 
emotionally intelligent leader as protective against impulsive professional behaviour; 
as a result of which, he suggests, ‘many bad things happen in companies’. 
Superficially Goleman’s ‘hand in the till’ example appears far from relevant to the 
multidisciplinary mental health team. However in the context of clinical risk, targets 
and organisational anxiety, the leader of a mental health team may well have to 
manage manifestations of impulsivity of self and colleagues.
One theory of self regulation and reflective functioning is Bateman and Fonagy’s 
(2004) mentalization theory. Bateman and Fonagy (2004, p58) suggest that 
mentalization is close to the essence of what psychological therapists do. 
Historically, and within a number of theoretical models, empathy has been described 
as a core skill in therapy (e.g. Bohart, 1988). Particularly within psychodynamically 
informed therapy, the knowledge and awareness of therapist’s own affective states 
is central (e.g. Gabbard & Wilkinson, 2000). This is explicitly targeted in clinical 
psychology training and supervision (BPS, 2006).
Reading about emotional self-regulation, empathy and impulsivity in this context 
reminds me of my own observations of impulsivity in the context of mental health 
services. I have myself asked a tired charge nurse on an acute ward to reflect, as 
they drew up an injection, on their in-the-moment decision to forcibly medicate a 
psychiatric patient as a response to shouting.
One explanation offered by Bateman and Fonagy (2004) for poor development of 
reflective functioning and self-regulation in the child is the presence of trauma, which 
activates a ‘switch’ to ‘flight or fight’ centres of the brain at the expense of reflective 
capacity. In my clinical experience this offers a metaphor applicable to teams 
working with complex needs and trauma (themselves sometimes traumatised, 
ambivalent or anxious). Not only is reflective capacity important when working with 
trauma; trauma also has the effect of inhibiting it. This highlights the importance of
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having structures, such as ‘Action Learning Sets’ (Coak, 2007), in place to maintain 
reflective capacity, in addition to leaders who will initiate and maintain them.
High mentalizing ability, corresponding in a large part to high emotional intelligence 
(Perkins, 2009), is associated with responsive and sensitive parenting (Bateman & 
Fonagy, 2004). This leads me to reflect on the value we place -  rightly or wrongly -  
on what might have been described in another century as ’signs of a good 
upbringing’. Perhaps this construct of good leadership is a rewording of class-bound 
conceptions of inherited (parented) greatness (Van Wart, 2003). Or perhaps the 
phenomena identified by Bateman and Fonagy are indeed important for 
understanding both pathology and excellence.
PSYCHOLOGICAL THERAPY AS GOOD 
LEADERSHIP
Clinical psychologists are trained in psychological therapy and are able to employ 
multiple models and techniques (BPS, 2006). Some of the consequent activities 
within which clinical psychologists are skilled may be compared with those which are 
cited in the leadership literature as important.
Collaborative relationship building
Millward and Bryan (2005) contend that the establishment of relationships of a 
particular quality is the key to effective leadership; particularly as conceptualisations 
of leadership move from the ‘executive’ towards the ‘proximal’. Hence leadership is 
interpersonal, dynamic and can be described in relationship management terms 
(Millward & Bryan, 2005). Johns (2003) identifies collaboration as a descriptor of this 
quality, which has been found in hospitals to be related to absenteeism, job 
commitment and job satisfaction in team members (Millward & Bryan, 2005). 
Importantly in the context of change, such local relationship factors can mediate the 
impact of more distal factors in a large organisation (Millward & Bryan, 2005).
Within most models of psychological therapy, the quality of the relationship is 
conceptualised as central to success. Bordin’s (1955) theory of therapeutic 
relationships emphasised collaborative skills, whilst cognitive behaviour therapy 
approaches have since emphasised these greatly (Chadwick, 2006). Cognitive
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behaviour therapy is currently viewed by Government and Universities alike as 
central in the clinical psychologist’s repertoire of approaches (BPS, 2006; 
Department of Health, 2008; NIMHE, 2007).
Motivating
A number of recent commentaries on the lessons learned in leadership theory 
development cite within a transformational leadership framework the ability to 
‘motivate and inspire’ and leadership as a ‘process of influence’ (Millwards & Bryan, 
2005). Combined with a previously cited focus on the activity of working with tension 
and conflict (Hickey, 2008; see p10) this calls to mind an activity increasingly 
acknowledged in today’s psychological therapy; working with ambivalence. 
Motivational interviewing techniques explicitly target ambivalence and tensions 
between contradictory goals (Miller & Rollnick, 1991).
My own current work in a trainee placement in a youth offending team requires a 
drawing upon these same principles of motivational interviewing whilst working 
therapeutically in the context of criminal court orders. Conflicting goals and values 
with the client can also combine with conflicting goals and values within the wider 
team and within the client’s family or support network. Writing about these ‘pockets’ 
of conflict and tension; often isolated or circumscribed within workplace rhetoric as 
‘the client’, ‘the family’ or ’ the team’ causes me to think about the complexity of 
values and motivations created when the inter-connectedness of these pockets is 
acknowledged. Working with this network towards goals is not an incidental task; but 
it is one which I have found is often done implicitly, despite recent attempts such as 
the values based practice framework to change this (Woodbridge & Fulford, 2004).
Working with the system
Perhaps subsequent to motivation and flexibility, is the leadership challenge of 
aligning people. Modern teams are complex systems of interdependent individuals -  
a characteristic that can present a challenge particularly in mobilising change. One 
lesson learned in the business sector, argues Kotter (2001), is that whilst appearing 
to be a problem of organisation (perhaps pertaining more to management), this is 
actually a problem of alignment, requiring transformational leadership skills. Kotter 
describes the task of identifying those members of the system who can help 
implement, or conversely, who may block implementation of change. In the context
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of family work, this has some obvious relevance to the clinical psychologist. 
Particularly in work with children and learning disabilities, skills are required and 
exercised in aligning members of the family, caring network or school to ensure 
consistent implementation of a planned intervention. In systemic work with families, 
the identification of such members of the system and interventions which harness 
this information is also a task within which the clinical psychologist will exercise skills 
(Andersen, 1987). Clinical psychologists are trained in such models of intervention 
with families and other systems (BPS, 2006).
PSYCHOLOGISTS AS FACILITATORS OF 
GOOD LEADERSHIP PROCESS
Some authors question the paradigm which has offered lists of characteristics and 
skills which the ‘good leader’ will possess. They point to the social, economic, 
gender-based and even ethnic boundaries which may divide professional groups 
and furthermore dictate which individuals are constructed as leaders (Edmonstone, 
2008; Millward & Bryan, 2005). Johns (2003), whilst trying to develop leadership in 
hospital nurses, concluded that these women had ‘internalized a strong sense of the 
subordinate and powerless self.
Bolden et al. (2006) cite the complex web of social interactions and 
interdependencies which contribute to leadership, contrasting this with the 
individualist construct implied by the normative set of characteristics in the LQF. 
One danger of the latter approach, argue Bolden et al. (2006), is that in prescribing 
qualities for the individual, systemic aspects of good leadership are ignored. This 
construction of an idealised individual acts to ‘cut [them] from continual process in a 
way that makes leadership familiar and understandable’ (Bolden et al., 2006). 
Consequently though, the dependence and inflexibility described by Hickey (2008) 
may be perpetuated (see p11).
Bolden et al. (2006) describe leadership instead as a ‘contextually defined, relational 
process’. It is, they argue, constantly ‘in the making’ and the ‘mode of production’ is 
their preferred focus of investigation. This includes the ‘relations, connections, 
dependencies and reciprocities that form the appearance of leadership’ (Bolden et 
al., 2006). What is important from this social constructionist perspective appears to
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be a ‘letting go’ of the concrete, the circumscribed and the ‘fixed’ and an embracing 
of the uncertain, changing and social aspects of leadership.
Paradoxically, a social constructionist perspective of leadership (as not residing in 
the individual) might lead towards the describing of a set of prescriptive qualities in 
individuals who are able to embrace uncertainty, work with power differentials and 
explicitly work with group processes; someone who can best facilitate this new 
understanding of what leadership is.
Compared with their other-disciplined colleagues in the NHS, psychologists and 
psychotherapists have been given a clearer purpose for which to hold on to 
uncertainty (in addition to process) during the course of their work (McCleary, 1992). 
Hence within this different conceptual understanding of what leadership means; one 
which defines leadership as a social process, the clinical psychologists may offer 
competencies in the facilitation of such processes.
CONCLUSIONS
The transformational model of leadership to which the NHS LQF attempts to refer is 
centred around a combination of ‘interpersonal and critical thinking skills’ (Millward & 
Bryan, 2005). When this model is explored in more detail in the literature; 
particularly within richly observed practice based studies, factors more relevant to 
the competencies of the clinical psychologist emerge as vital. This is due in part to 
the insights in this literature concerning the contexts within which leadership is 
required to occur. Complexity, uncertainty, anxiety and conflict and change 
increasingly characterise the working experience of multi-disciplinary teams in the 
NHS and inform the quality of leadership demanded. I have argued, with reference 
to some selected themes relevant to clinical psychologists that they should, in the 
language of the LQF, make good leaders, and in the language of process, make 
good facilitators of leadership. As one clinical psychologist leaving a leadership 
development programme put it, ‘we were not really learning a new way of being’ 
(Kiemle etal., 2008).
New Ways of Working does appear to aspire to a new paradigm of leadership -  one 
which is less concrete, fixed and positional. Perhaps the LQF’s list of qualities is a 
last piece of ‘concrete’ to which the NHS is clinging with regard to leadership at this 
time.
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Thinking about the way in which writing this essay has changed my thinking about 
leadership, I find that this is now less concerned with my relationship to myself, and 
more about my relationship to others. I can now think of leadership as something 
that it is possible to help facilitate, rather than something I aspire to be good at. I 
have also thought about the process and consequences of colluding with an 
individualised notion of leadership in teams, with regards to innovation and 
responsibility more explicitly than I have previously.
Writing has also caused me to think about those aspects of work in health which 
tend to become explicitly communicated and theorised and those which do not, 
together with the factors which drive this division.
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APPENDIX 1
NHS Leadership Qualities Framework
Personal Qualities
Self belief 
Self awareness 
Self management 
Drive for improvement 
Personal integrity
Setting direction
Seizing the future 
Intellectual flexibility 
Political astuteness 
Drive for results 
Leading change through people
Delivering services
Holding to account 
Empowering others 
Collaborative working 
Broad scanning 
Effective and strategic influencing
(As reproduced in Coak, 2007)
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PREFACE
I have structured the following account under some themes which emerged whilst 
reading my reflective journal and thinking about the experience of completing this 
task.
REFLECTIONS
As I1 come to write an account of this group task I think of it as a very positive 
experience. It came at a significant point of change in my own life, in common with 
others in the group; the point of beginning training in clinical psychology. As I reflect, 
I think that my membership of this group linked significantly to two aspects of my 
own past which I now brought to the group. The first was my experience of being in 
groups, which had generally been positive. I had until recently experienced 
managing a team as a source of learning and growth. The second was my 
experience of applying for a place on this course. This latter experience, over five 
years, had been very difficult, and had repeatedly been an experience of failure. I 
can see in retrospect how these two meanings of my membership of this group 
existed in tension for me in our first meeting. I felt both confidence and 
apprehension.
THE ORIGINAL PROBLEM BASED LEARNING TASK
We were eight people who had been allocated to this discussion group by course 
staff who had considered diversity, most obviously in relation to gender, ethnicity 
and age. I was the only man in the group and also found myself one of the older 
members. We had additionally been allocated a staff member facilitator -  one 
member who had a predetermined role. The task we were given was to prepare a 
short presentation on the subject of ‘the relationship to change’.
GROUP PROCESSES
As a group we spent our first meeting thinking about this task in relation to our own 
life experiences. However, the context of a task in which we would be assessed in
1 As this is a reflective account I will refer to myself in the first person throughout.
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competition with other groups and the establishment of a deadline, created a tension 
with the more relational goals of getting to know each other. The task therefore 
perhaps felt like an adversary, competing with our need to create relationship.
After being prompted by our facilitator to think about the part played by collaborative 
relationships in change, we settled over two sessions on the aim of presenting 
something on the establishment of therapeutic relationships and in particular, the 
‘first encounter’ of clinician and client.
Diversity, change and process
I have noted that attention was paid to some diversity issues in the formation of our 
group. As the work progressed other aspects of diversity which would perhaps have 
a greater bearing on the negotiated task and our roles, came to light. In the first 
session, the task of appointing a chair brought out some differences in our working 
backgrounds, as some of us had been managers. The member who took the chair 
role had not managed before. She appeared to enjoy the experience and chaired 
well, and the negotiation of this may be something I can reflect on when delegating 
tasks to other professionals as a clinical psychologist. Both the demands of the task 
and the timing of the task for the individual are important.
As the aims of our group were clarified, other points of diversity appeared. In my 
journal I wrote that I thought two groups were emerging -  those who were more 
comfortable with process and those who were more outcome orientated. For 
example, one member came to a fourth meeting with a complete PowerPoint 
presentation, whilst I found myself wanting to stay with ‘uncertainty’ for longer.
Over time some members appeared more comfortable with theory or science, whilst 
others including myself, were interested in conveying something more artistically. In 
retrospect, these emerging lines of diversity influenced the formation of two parts to 
our presentation and the forming of two working parties. In terms of Tuckman’s 
(1965) popular theory of group processes, a ‘storming’ phase is characterised by 
conflict and polarisation reflecting resistance to group influence and also the task. 
Here though I have noted polarisation also being a product of individual differences 
and something which to an extent, was kept and made use of. Perhaps vital to 
moving into a ‘norming’ phase, was the openness and trust established initially, in 
which differences were discussed and respected. Written feedback after the
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presentation referred to the contribution of theory, role play and humour and so this 
use of our diversity perhaps allowed for a richer outcome.
The group as client
I have thought about some ways in which the group experience resembled that of a 
client, with our facilitator in the role of therapist. It was clear from the beginning that 
the facilitator had negotiated this process before, whilst we had not. He had seen 
the ‘beginning, middle and end’ of the process, and therefore, for me as I look back, 
was a source of reassurance. This property of the clinician -  one who has been 
through an unchartered and daunting process of change before with others, is 
something I had not thought about in this way.
In a sense we were also being asked to ‘perform’ by and for our facilitator. Whilst 
this sense was heightened by our recent arrival on a course which we had 
competed to get onto, it does cause me to think about the client’s potential sense of 
being a performer for the therapist. Are my clients anxious to ‘get it right’; to ‘give the 
right answer’ in their first few sessions? I recently observed my supervisor in a 
dialectical behaviour therapy (DBT) session with a client, and afterwards we 
discussed a sense of the client trying to present a complaint she thought ‘worthy’ of 
long term psychological therapy. Norton (1996) describes the expectations we place 
on clients (in particular those diagnosed with personality disorder) in relation to their 
ability to perform, or ‘play the role’ of client competently.
As a group, we also became more comfortable as the task took a more definite, 
concrete shape than the slightly abstract ‘relationship to change’. As a trainee 
beginning a demanding course, I was aware that there was an expected level of 
performance and that some ideas were more relevant than others to the course 
agenda. There was initially a sense of protest at the wording of this task. Whilst this 
observation also fits with Tuckman’s (1965) ‘storming’ phase, in which the group 
resists the task, there also appeared to be protest specifically about its abstractness 
-  which seemed to carry with it a risk of failure. Would our choice of specific task be 
a valid and acceptable one? I have since worked with a client who ‘concretises’ her 
emotional distress by self harming, in order to have what she sees as a more 
“justifiable” complaint. Whilst some more obviously find emotional problems difficult 
to validate and articulate, perhaps therapy often requires transition from an 
overwhelming, abstract task of change, to a task which is defined and validated.
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This also reminds me that there could be a range of reasons for apparent protest in 
a client.
The development of ownership
The central idea for our presentation; the tension between relational and more goal- 
driven tasks in the first therapeutic encounter with a client, came about in our 
second, un-facilitated meeting. This was guided by a theme of collaboration and 
therapeutic alliance proposed in the first meeting. The new idea emerged from a 
reported discussion between a group member and a second year trainee about a 
‘difficult’ first session, which came to her mind in a ‘brain-storming’ discussion. In 
response to this pertinent story, we focussed on our own anticipated first sessions 
with clients, and the demands placed on us which we already feared would be 
difficult to reconcile. The positive consequences this had for our presentation, which 
was noted for originality and “poignancy” in feedback, makes me think about client 
work. For us it became easier to do an uncomfortable task once we found ourselves 
and our real concerns reflected in the content.
I have since done some CBT based group work on a locked ward, where I inherited 
the format and content. I struggled with the lack of space given to patients’ own 
choices of language and meanings. Chadwick’s (2006) theory of ‘radical 
collaboration’ which formed part of our presentation identifies the establishment of a 
common language as a key aspect of negotiating change. The development not only 
of rapport with a client, but also of language and poignant examples which have 
meaning for them, is something I anticipate will never be easy to balance with other 
competing goals.
The client as alien
The group decided to combine theoretical perspectives on the establishment of 
therapeutic alliance with a role play, in which a clinical psychology trainee met their 
first client for therapy. The role play would draw on some of the fears and conflicts 
which had been described by the group member’s friend as described in the 
previous section. In order to convey some of the fears and conflicts experienced, 
and in order to do this comically without being flippant or disrespectful, we decided 
to use a fictional film character -  that of Mr Spock from Star Trek. This allowed for 
some freedom from realism and acted as a metaphor for some fear-inducing
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qualities of our first few encounters with clients. In discussion with our facilitator we 
were encouraged to reflect on this choice, as there are of course other connotations 
of describing the client as alien. We might be stigmatising the client group, instead 
of attempting to normalise psychological problems along a spectrum of human 
experiences which we as psychologists share. Such a choice could reflect 
processes described in psychodynamic theory of projective identification, in which 
unwanted or rejected aspects of the self may be projected onto another (Alford, 
1989). Some have described this phenomenon in clinicians, resulting in the 
stigmatisation or ‘othering’ of the client (Tillett, 2003). Social constructionists have 
also described a process by which clinical professional groups maintain ‘othering’ 
constructs of clients (e.g. Perry, 2007). Chadwick’s (2006) theory of radical 
collaboration also refers to a co-dependence between clinician and client in which 
progress performs a validating function for the clinician.
Through discussion we agreed that the presentation would not convey such a 
message and the audience feedback appeared to confirm this. On reflection here I 
believe the presentation actually conveyed empathy for the ‘alienated’ client.
CONCLUSIONS
I have enjoyed writing this account and it has helped me to draw some explicit 
learning from an experience containing implicit learning, which I can make use of 
and refer back to. I have also learned about myself. For example, I am more aware 
now that in situations where others have some control over how I am to be 
assessed, as was the case in the presentation, I can become anxious and as a 
result less collaborative than on reflection, I would like to be. This in turn makes me 
mindful with regard to clients who I perceive as wielding more control than I would 
like, through non compliance or therapy-interfering behaviour. Perhaps my response 
should focus not only on the behaviour but on the client’s feelings about change, 
control or another less expected dimension.
Returning to my thinking about the ‘group as client’, I am reassured that through 
personalising a process and bringing to it our personal and individual selves, we 
ultimately found reward. When I attempt to address clients’ potential fears about 
bringing their authentic selves to therapy, experiences such as this may be helpful.
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PREFACE
I have structured the following account under some themes which emerged whilst 
reading my reflective journal and thinking about the experience of completing this 
task.
THE PROBLEM BASED LEARNING TASK
The subject of the task; Improving Access to Psychological Treatments (IAPT), had 
a pertinent context for us as soon-to-emerge clinicians. This government agenda 
(Department of Health, 2008) would have implications for the types of psychological 
work being funded in the future and also for the types of professional being 
employed to do it. The task was to deliver a 20 minute presentation on the subject 
‘how do we know if IAPT is working?’
In our first meeting a member of the group suggested the idea of using the TV show 
The Apprentice’ as a platform and format for our presentation and this was quickly 
accepted. This TV show has a dominant male character; a business tycoon Sir Alan 
Sugar. Along with two observers/evaluators (one called Margaret was included in 
our presentation) Sir Alan puts a group of would-be apprentices through a series of 
tasks in order to judge who will get a single job. For some tasks the candidates are 
grouped into teams.
RELATIONSHIP TO THE GROUP
Differences and diversity
We were eight clinical trainee psychologists assigned to a problem based learning 
task. Four of us were second year trainees and four third years. I was pleased at the 
prospect of sharing a piece of work with some third years who otherwise share little 
experiences with us directly. As a second year, I reflected on assumptions I brought 
about how we might be different. One idea was that they might have a more 
accurate sense of the criteria by which course team members would evaluate our 
performance on the task.
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This makes me think about what might be a similar sense of dependence in my 
clients who perhaps enter psychological therapy with two aspects of their 
circumstances held in tension: they feel they urgently need therapy to 'work' and at 
the same time have little knowledge of the ‘rules’, how it works, or the criteria for 
evaluating whether or not it has worked. Perhaps they wonder at times if my own 
criteria as a therapist are such that at the end of our work together I will congratulate 
them enthusiastically, my own criteria for success having been met, whilst their own 
rekindled hopes have been dashed. This makes me appreciate collaborative goal 
setting, emphasised particularly in CBT (Beck, 1995), as a manager of levels of 
hope which may be a vital resource within the client.
Gender
Another aspect of diversity explicitly spoken about with regard to the group was 
gender. Two members including myself were men. I was pleased to find that there 
was another man in the group. This would be a chance to get to get to know him. On 
my first placement, with a male supervisor, I had somewhat warily reflected on a 
need to ‘see what a male clinical psychologist might look like’ and had found this 
useful. I have thought also about how I might be perceived, in a majority female 
group emerging from a historically male-dominated context (Britain, science, higher 
education, psychology). At times I find myself in a paradoxical position of being both 
a vulnerable minority and simultaneously a member of a wider powerful group 
outside of the lecture theatre.
Reflection and gender
When I think about the two roles of Sir Alan (chair/judge) and Margaret (reflector - a 
slight departure from the TV show) in our presentation, I wonder about the nature of 
these two characters with regards to reflection in particular.
One female member expressed a sense of being seen by her cohort as quite 
‘service user orientated’. When it was decided that the presentation would be 
structured around lines of service user and financial criteria, this member expressed 
a wish to avoid being ‘type-cast’. Although this was responded to and she was 
assigned to the financially orientated team, she later moved to a role of ‘reflector’ 
(Margaret). I accepted a similarly prominent role of Sir Alan which might be 
described as ‘non-reflective pragmatist’; in some respects an ‘alpha-male’ role.
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I think my relationship to reflection as a man on the course and on placements has 
varied. As I reflect on this I realise that, perhaps in relation to this piece of writing I 
draw on contrasting relationships to the idea of reflection which do not sit easily 
together. At times it has been implied inadvertently that, as a man, I may somehow 
struggle to be reflective (e.g. “He was the most reflective man I have ever met” 
regarding a carer on placement). On the other hand, in a previous job, I found 
myself discovering the value of reflective practice in an environment which seemed 
defended against this -  particularly applying to this psychodynamic theory 
concerning transference. I became an advocate of reflection in my work with teams 
and as a training provider. Another relationship I have with reflection may be a more 
long term one derived from my relationships to my parents -  both of whom were 
social workers. The more I reflect on the scripts or discourses I heard as a child, the 
more I am aware of their emphasis on others as ‘feeling’ and themselves as 
‘helping’. Hence I may have a number of relationships to the activity of reflection and 
reflective writing. Interestingly, on beginning this account, I recalled how I had been 
evaluated poorly on a previous account, before reading the evaluative feedback and 
finding the opposite was the case.
Scripts and beliefs
This experience of identifying different discourses about myself makes me think of 
principles of core and intermediate beliefs in CBT. In recent years the question has 
arisen as to whether unhelpful core beliefs are replaced in successful therapy, or 
whether new core beliefs lead to a better repertoire on which to draw. In a review of 
the empirical evidence, Clark et al. (1999) suggest the latter is true. My own 
experience also corresponds to a task of managing co-existent but incompatible 
beliefs -  about myself as a man and as an individual.
Cognitive theory highlights the role of intrapersonal processes of selective attention 
in which core belief-congruent information is selectively attended to (Clark et al., 
1999). Social constructionism highlights the role of social power structures in 
directing my attention to discourse-congruent information (McNamee, 1996). These 
structures, for me as a man, may be quite different inside and outside the lecture 
theatre. Social constructionist approaches have always acknowledged choice and 
the availability of various constructions or discourses to the individual. Both these 
perspectives maintain that, depending on situational demands, I may perform active 
choices to draw on one of a number of incompatible beliefs about myself.
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I have since found the idea of competing scripts useful in working with a teenage 
female client. Whilst she arrived with an ‘angry’ script about a mother whom she 
said she hated, we uncovered another script in which her mother had been her 
nurturer and protector.
RELATIONSHIP TO THE TASK
For our presentation structure, using The Apprentice format, we decided that two 
teams would present to Sir Alan on ‘how IAPT should be evaluated’. The two teams 
would take contrasting stances of financial and service user considerations. It was 
agreed quite quickly that a man should take this role and my male colleague was 
reluctant to do so.
There are a number of things which might have appealed to me about the role of Sir 
Alan. I had enjoyed a somewhat dramatic male role in a previous group presentation 
and was a fan of The Apprentice. However I believe one pertinent aspect was its 
neutrality with regard to IAPT itself and my relationship to this task. IAPT had I think 
become for me a source of anxiety. Was a treatment approach becoming 
simultaneously core to our profession and also compromised in its implementation 
and effectiveness? I did not feel confident about the answer to this question, or 
indeed about the stance of those who would be evaluating our presentation.
We decided not to have a single leader or chair role in the group. This appeared to 
work, with different people taking a lead around different tasks, perhaps 
corresponding in some form to the ‘New Ways of Working’ model for clinical 
leadership in mental health (NIMHE, 2007).
Evaluation
When I now think about the written feedback we received following our presentation, 
this was very positive, describing the ‘skilful use of The Apprentice framework to 
convey a range of important points’. However, when I compare this with the rather 
messy piece of paper on which my script was written on the day (appendix 1), I 
remember that it did not feel skilful. It felt perhaps more like a series of lurches 
between corrections and mental notes. In my second clinical placement, therapy has 
also felt like this at times, and I wonder if this will ever change. Perhaps, like a
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synchronised swimmer, I will always be too close to the splashing to enjoy my own 
work!
This idea is also relevant to service evaluation. Staying for a moment with the 
synchronised swimmer, should the performance be evaluated from the swimmer’s 
point of view (the psychologist), from the perspective of the audience (the service 
user or outcome measures) or indeed from the perspective of the coach’s 
choreography which turned the splashing into something purposeful (perhaps the 
use of applied theory and evidence based practice)? At times in my experiences on 
placements, NHS management protocols may focus my attention instead on client 
contact numbers. In supervision however I have not only discussed the theoretical 
frameworks I am trying to apply. At times I have discussed the ‘splashing around’. It 
has been useful at times to ask for example, ‘what could I have said at that point?’
Uncertainty and creativity
One aspect of our presentation’s structure was its trajectory not towards a 
conclusion, but towards a new starting point. Having listened to two perspectives on 
how IAPT should be evaluated (one financial, the other in terms of service user 
outcomes) Sir Alan’s conclusion was that both approaches were needed and that a 
synthesis was required -  the two teams should work together. Mason (1993) 
suggests that creativity -  the opposite of paralysis -  requires the holding onto 
uncertainty in order to prosper. He defines solutions as ‘only dilemmas that are less 
of a dilemma than the dilemma one had’ (Mason, 1993). Whilst this is not the most 
motivating of definitions, it is relevant to our presentation. Indeed our ending, rather 
than being a solution and a ‘place to stop’ was ‘a new place to start from’. Our 
solution was a new orientation to the problem, which still held in tension some 
incompatible positions.
This brings me back to thinking about the holding of incompatible beliefs or scripts. It 
is perhaps the client’s relationship or orientation to these competing beliefs that are 
a target for change. Perhaps the female client mentioned earlier (p6) will leave 
therapy with a functional relationship to two scripts available to her concerning her 
mother, rather than one, and a new task of integrating these into a whole narrative.
Mason (1993) states that the goal of therapy is not the finding of a ‘true’ way but 
instead the opening up of possibilities. This reminds me of the Recovery Approach
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(NIMHE, 2005) in mental health, which champions both the importance of hope, and 
also the different possibilities with regard to what recovery for the individual might 
look like.
CONCLUSIONS
I have enjoyed writing this account concerning a fairly intense group experience 
nearly 6 months ago. I have been struck by the difference between the positive 
written evaluation of our presentation and the anxiety- ridden and rather messy 
experience that it was. I have been surprised by the direction in which my reflecting 
has taken me -  into my own ‘core beliefs’. I have also been struck by the tensions 
and identifications I feel with my character -  the impatient, solution-seeking but often 
bewildered Alan Sugar.
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APPENDIX 1 
Script
The Apprentice 1109
Right a week ago when I gave you this task, 1 sensed that there ware a few raised 
eyebrows...maybe some people thought the task was a bit 'political'.
Well, as you know Ive recently Ive been spending alot of time in Downing Street -  
making some new friends. So I was having lunch with one particularly nice man -  
Lord Layand and we came up with the idea of this task.
So I asked you to design a way of evaluating IAPT
Im going to ask you as teams what you came up with, and believe it or not Lord 
Layard is going to Implement the best ideas.
Û
As you know, Margaret has-been keeping a close eye on you so I'll be asking her for 
any r elleclioiis on lha! experience later.
Team
So the first team -  you decided to call yourselves ‘Money matters’ - 1 hope you've 
got a good excuse for that?
. .
I'm heanng>M of premonrtions^^to-you have any actual evidence?"'' \
Téam B
Annoi^Qurtodrarikly Im getting^gerîéralised anxiety disorder just,Menir>g to you.
■  |"tc  have my empkfyees... . > ^ A ^ , 'jt "
•^Richard. So bapkâlly you don’t think it needs evaiupMg and so you sat at home
tv f Z
Wall, quite frankly I hopo the other team have done a bit more work You called \
yoorsslvas 'People matters', Does that mean you are a bit less money obsessed y
than these people over here?
"  ' — — ■—  ^
Armr, it says here that some peoptopirSe referred to see a computer? Not even a 
being? They don't even jjatfenobot GHs yet let alone computer 
„ therapists -  whererMlhis come from? -
I make computer»^ can my computers do co gpitifebeha viour therapy?
iB yepto n M ^ w§nt?Zo_bo qorma[? po
^ ^ n m k /ih a t^ tf im looking for? - ^
ll-sW A t , '"•=' '«iL ?
Dont GPs know who to refer and who not to rajter?'VVhat communEies might
G r-.—A ^ i ^ o  fc . f i  a  . . . .x " *  i  .not get access? ij 11 .^'yn^ —»v<y 
. / '
/
So tel! me about ttiis questionnaire-how  does it work? /  
What about people who drop ouhC,
What choice - 1 tbougljMvwas CBT or CB t
5  i t r f "  ÛhAtÙ
z1
it cure everyone? -  Jf-Jfcÿf i  f  
about people they havef  In rrty experienep'people don't really say ba
received treatnfent from -  wont they just think its their fault if it didn’t work?
Margaret reflections
Hmmm,,.Margaret, you've been watching Money matters and People matters — what 
reflections do you have?
Conclusion
So, its crunch time folks. One team will have to go. Shall I fire People Matters with 
thaïr somewhat round the houses approach to working out wnetner something works 
or not, or the financially minded Money matters?
As I said before Im no longer jus t a business man -  I hsvc to think of my political
earner now . these are matters of state we are talking about )
Quits frankly, money mailers. Im disappointed in your shat fiscal approach to 
this task-w hich is about human suffering as well as mo"s?v u n i im s c ry  to 
say...lh&t you,..
Apparently 1 cant fire anyoi e in the cui rent economiv d in m le jl want you to pool 
your ideas and consider boh aLe o money and servies us&  expodence tegohor-.
| K?.W &  ir*rK I
<7
If
t4» v 0
^jiJr & d -  4  f t -  ^  ^  '‘^ ' T  *
-ft, ofcy. £- 1 I 1'-  ^  <'c"'fc
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Year 1
Personal and Professional Learning 
Discussion Group Process Account 1
September 2009 
(SUMMARY)
This account contains reflections on the experience of the personal and professional 
learning discussion group of nine people during the first year of training. Learning 
took place in the group, in practice, during writing of a reflective journal on the 
progress of the group and also during the writing and editing of the account itself. 
Particular themes emerged during reflection and writing. Regarding the groups itself, 
the meaning for me of my membership is discussed. Also observed is a transition 
over the course of the year form a focus on goals in the group to a focus on process. 
I also compare our group with the client who over the course of therapy may 
become less focussed on the therapist and more on a newly discovered process. 
The client may also begin to attend to ‘members’ or parts of themselves previously 
encountered as ‘strange’. I reflect on my own anxieties as a trainee, and discuss 
some of the ways in which my own choice of professional role might be a defence 
against anxieties. Implications for clients with similar defences are discussed. Based 
on an experience in the group whereby structure was introduced to an anxiety 
provoking exercise, I reflect on the roles which structure has in managing emotional 
risk for clients in therapy. A further development during the first year was an 
increased awareness of the importance of values and personal development in a 
complimentary role to the learning of technique and theory.
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Year 2
Personal and Professional Learning 
Discussion Group Process Account 2
July 2010 
(SUMMARY)
This account reflects upon the experience of the personal and professional learning 
discussion group of nine people during the second year of training. During reading 
of a previous account, reflection and writing, a theme emerged of exposure of inner 
emotions and thoughts; both to others and to myself. Learning experiences with 
regard to the activity of exposing inner experiences are described; in the group, with 
clients and within a professional conflict situation. The contribution of the group to 
my learning experience, and the group as a safe place to practice exposure are 
explored. My own role when other group members exposed difficult emotions is 
reflected upon, together with some thoughts about the unconscious investments 
which a caring professional such as myself might bring to my work and how these 
might influence my response to a colleague’s distress. Particularly with reference to 
mentalization theory, the role of validation in client work - of the client’s own internal 
states -  information ‘known’ to them, whilst establishing what is ‘difficult to know’ 
about the inner experience of others is reflected upon. Observed changes in my 
increased ability to attend to clients’ inner experience in the moment are described 
and linked to personal learning. The relevance of psychodynamic, cognitive, 
mentalization and mindfulness theories to these experiences and practices are 
briefly discussed.
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CLINICAL DOSSIER
This dossier consists of summaries of five clinical placements, four case reports and 
an oral presentation of clinical activity.
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Overview of Clinical Experience Obtained 
Through Placements
Adult mental health
This service was based within a Community Mental Health Team (CMHT) but 
included work in a Dialectical Behavioural Therapy (DBT) team and some sessions 
within a Family Therapy team.
Clinical work with individuals and groups
I worked with adults between the ages of 18 and 65 who presented with anxiety, 
depression, psychosis, personality disorder and cognitive difficulties. These were in 
some cases complicated by co-morbid problems including substance use and 
physical health problems. With two clients I undertook extended cognitive 
assessments contributing to diagnoses of early onset dementia and learning 
disability. Approaches used included psycho-education, cognitive-behaviour 
therapy, systemic family therapy, and dialectical behaviour therapy (for the latter I 
received service-based training as part of team consultation meetings). DBT in 
particular included frequent assessment of risk.
Group work was undertaken in three settings: A large primary care based anxiety 
group used cognitive-behavioural approach. On a locked acute psychiatric ward I 
took a lead role in weekly cognitive-behavioural psycho-education groups. As part of 
the dialectical behaviour therapy team I co-delivered skills groups.
Service evaluation
I was asked by the director of the borough’s psychology services to conduct an 
evaluation of ethnic diversity in CMHT-based psychologists’ case loads over a two 
year period, making use of the Trust data base.
Teaching and presentations
Teaching conducted included presenting at two multi-disciplinary DBT consultation 
team meetings and training nursing staff to co-deliver an acute ward-based CBT 
group. I also fed back findings of a service related evaluation to regional 
psychologists.
Child and adolescent mental health
This placement was split between a multi-agency Youth Offending Team (YOT) and 
a Child and Adolescent mental health Team specialising in learning disabilities 
(CAMHS-LD).
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Clinical work with individuals and groups
I worked with a diverse range of young people aged between five and 17 years. At 
the YOT I worked with young males and females who had been convicted of 
criminal offenses and who were experiencing difficulties including anger, 
depression, aggression and substance use. Approaches used included CBT and 
systemic work with teachers and parents and the use of standardised risk 
assessments and cognitive assessments. At the CAMHS-LD team I worked with 
children with a range of complex emotional, behavioural and developmental 
difficulties. These included Aspergers Syndrome with challenging behaviour, Autism 
with anxiety and Cerebral Palsy with low mood. Approaches included systematic 
observation, extended cognitive assessment, working with school and care home 
staff and parents, and cognitive-behavioural approaches. I also co-led a psycho­
education group for young offenders.
Teaching and presentations
A case presentation was given to meeting of regional psychologists.
Learning disabilities
This placement was in a multi-disciplinary Social Services team for people with 
learning disabilities.
Clinical work
I worked with a diverse range of adults aged between 19 and 60 years. This was in 
a range of contexts including family homes, care homes and day centres. Problems 
experienced included Downs Syndrome with memory difficulties, Aspergers 
Syndrome with aggressive behaviour, Autism with dog phobia and Cerebral Palsy 
with interpersonal difficulties. Approaches included systematic observation, 
functional analysis, consultation, graded exposure in partnership with a voluntary 
agency, CBT, cognitive assessment and systemic approaches.
Consultation and presentations
I led a group consultation based on a presented formulation, with a client’s family 
and care home staff together. I also presented to regional learning disabilities 
psychologists on recent changes to the Wechsler Adult Intelligence Scale.
Older adults mental health
This placement was split between a Community Mental Health Team for older adults 
(CMHT-OA), a primary care-based rehabilitation unit and a Complex Cases Team 
(CCT) providing psychodynamic psychotherapy.
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Clinical work with individuals and groups
I worked with older adults between the ages of 60 and 91 in a range of contexts 
including the home, a rehabilitation unit and a complex cases team. I received 
psychodynamic supervision at the CCT and was supervised in other work by a 
Service Director. Clients I worked with experienced difficulties including memory 
problems, depression, anxiety, agoraphobia, Parkinson’s Disease and personality 
disorder. Approaches included CBT, psychodynamic psychotherapy, systemic work 
with two couples and consultation to a care-coordinator and the client’s family. I also 
co-led a psycho-education group for older adults on fear of falling and a psychiatric 
ward-based group on anxiety.
Teaching and presentations
I jointly delivered a presentation on mindfulness and mentalization to local mental 
health service staff.
Specialist treatment service for personality disorder
This placement was at a specialist multi-disciplinary community treatment service for 
borderline personality disorder using a mentalization based treatment (MBT) model. 
Supervision was both individual and post-group team supervision.
Clinical work with individuals and groups
I attended three-day MBT training at the start of this placement. Whilst most of the 
clinical work was in groups, I also delivered individual MBT and telephone 
consultation to team clients; sometimes at times of crisis involving risk. I also 
conducted joint assessments of clients referred to the service. I delivered MBT in 
two weekly groups; one using a combined art-therapy and MBT approach and the 
other a talking-only group. I also co-led and helped to develop a pilot psycho­
education group for clients of a CMHT with a diagnosis of borderline personality 
disorder.
Teaching and presentations
I presented findings of my major research project and also a client formulation to the 
team.
Supervision
I supervised an honorary psychologist in the team mainly around service-based 
research she was conducting. I also contributed twice weekly to post-group team 
supervision.
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Summary of Case Report 1
Cognitive Behavioural Reformulation of a Woman 
Presenting with Low Mood, Binging and Self-Harming 
Behaviours
April 2009
This case report describes Claire (not her real name), a white 32 year old English 
woman, referred to a community mental health team with a history of depression, 
binge eating, drinking and self harm. Claire was prescribed both antidepressant and 
mood stabilising medication. These problems combined to give Claire a sense of 
being abnormal and unable to enjoy long term relationships. Significant life events 
included the sudden separation of her parents, with her Mother leaving the home, 
when Claire was 16. Within a cognitive behavioural framework, an initial formulation 
hypothesised that Claire’s distorted thinking about her “nasty” treatment of others 
and her own emotions were factors exacerbating depressed mood, whilst specific 
triggers were unclear. As therapy progressed however two factors emerged; Claire 
had a strong belief that emotions are generally unhelpful, and Claire’s negative 
treatment of others were attempts to prevent attachments occurring. Reformulation 
in collaboration with Claire included new information about Claire’s family’s 
response to emotions, and her beliefs about the consequences of attachment. 
Vicious cycles resulting from two groups of behaviours; those which were attempts 
to convert emotional pain into physical problems, and those which were attempts to 
avoid attachment to others were explored. Further outcomes of the seven sessions 
included the establishment of a more collaborative therapeutic relationship and 
learning outcomes for myself included a new value placed on curiousity and 
uncertainty. The work is evaluated with reference to alternative models including 
attachment and psychodynamic theory in a addition to my own development as a 
therapist.
73
Summary of Case Report 2
The Neurpsychological Assessment of a 55 Year Old 
Woman with Complex Needs Experiencing Memory 
Problems
August 2009
This case report describes the assessment of a Jane Robinson (not her real name); 
a 55 year old woman with an extensive history of complex needs in both physical 
and mental health, complaining of memory problems. Interviews with Jane and 
significant others found consistency in reports of the problem, whilst Jane presented 
as fairly stable in mood given continuing history of depressive and characterological 
problems. The Wechsler Adult Intelligence Scale (WAIS-III), Wechsler Memory 
Scale logical memory subtest and the Rey Complex Figure Test were administered 
over a 9 week period, since Jane was admitted to hospital after a suicide attempt 
prior to completion. The Wechsler Test of Adult Reading was used to estimate 
premorbid functioning. Test results confirmed very poor memory functioning in both 
verbal and visuospatial tasks. Working memory and verbal comprehension were 
also very poor. A pattern of decline in executive functioning was also suggested. 
Measuring decline was hampered by possible problems with the accuracy of Jane’s 
premorbid functioning estimate, which may have masked greater deterioration than 
was otherwise apparent. However a previous cognitive assessment ten years 
previously allowed for useful comparison. It appeared likely that Jane was suffering 
from some organic brain damage. Frontal lobe and left hemisphere areas were 
implicated, with reference to the literature. Whilst Jane’s presentation was complex, 
her multiple vascular risk factors and her near fatal overdose in 1995 were 
suggested as most likely causes of damage. MRI scan, education around vascular 
risks and the potential role of therapy are discussed.
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Summary of Case Report 3
Cognitive Behavioural Therapy with a 17 Year Old 
Boy on a Court Order for Fighting in a Public Place
April 2010
This report describes work with an unemployed 16 year old White British boy, 
Darren (not his real name), in the context of a Youth Offending Team in London. 
Identified problems, which were linked to a conviction for affray, included a history of 
anger and aggression. Alcohol use and chronic cannabis use were identified as 
problematic and as attempted ways of coping.
A pertinent need for engagement in therapeutic relationship, in the context of non­
compulsion to attend, informed the intervention plan. Intervention was within a CBT 
framework which Darren demonstrated an ability to apply and work with. Three main 
components of therapy were psycho-education, cognitive restructuring and 
strategies for addressing identified negative cycles. In particular, Darren described 
himself as having always been angry and aggressive, and the work took a historical 
approach to explore lifetime evidence for and against this.
The work took place over seven sessions, with Darren demonstrating a motivation to 
change not anticipated at referral. The report describes some significant turning 
points at which Darren found evidence to question some ‘family beliefs’ about males 
as angry and aggressive.
Outcomes included improved mood, improved anger management, reduced 
substance use, engagement in positive activities and occupation. A risk assessment 
measure completed at the end of therapy linked changes to a reduced risk of violent 
offending. A further outcome is noted, with reference to systemic approaches, to 
have been increased hope and motivation with regards to Darren, in the immediate 
system of the Youth Offending Team.
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Summary of Case Report 4
Consultation 
In a Community Mental Health Team Regarding an 
Older Woman Diagnosed with Personality Disorder
May 2011
This report describes consultation work within an older adults’ community mental 
health team, concerning Anna (not her real name); a Northern European White 
woman diagnosed with personality disorder in her early 80s. The focus of the 
consultation was Anna’s problematic and chronic pattern of self harm and crisis 
admissions to a psychiatric ward and the main consultée was Anna’s Care 
Coordinator.
An adapted team formulation approach was used as a guiding model for the work. 
Interviews and data collection led to the exploration of Anna’s history and patterns of 
relating. Mentalization theory of personality disorder was introduced as a framework 
for formulating Anna’s difficulties. The report describes progress in thinking about 
implications of this formulation for working with Anna and initial work to engage both 
the professional and family networks.
Consultee-centred outcomes, measured by interview, appeared to include new skills 
and knowledge, increased psychological awareness, a formulation-based 
understanding of Anna’s difficulties and the role of the system around her in these 
problems. Early client-centred outcomes were thought to include an experience of 
increased consistency of response, empathy and hope in the family.
The work is discussed critically with regards to the future role of Clinical 
Psychologists in the NHS, the wider NHS context of work with personality disorder 
and gender issues with regards to this diagnosis.
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Summary of Oral Case Report
Contact Desensitisation Therapy with a Dog-Phobic 
Learning Disabled Woman 
Aged 20
September 2010
This presentation reported on the experience of conducting contact desensitisation 
therapy with Louise Jones2, a dog-phobic learning disabled woman aged 20. The 
presentation also used the case to describe my development to date as a Clinical 
Psychologist.
Louise was a White British woman. She had a diagnosis of Autistic Spectrum 
Disorder and Moderate Learning Disability and expressed herself using Makaton, 
single words, gestures and facial expressions. Assessment information was 
obtained from Louise, her Mother and her keyworker. The main concern expressed 
by referring care home staff was the risk of Louise being hit by a moving vehicle, 
following a recent incident. Louise’s increasing lack of freedom to go out of the 
house; whether due to her fear or through concern in the staff team about road 
safety, was also a concern to family and staff.
The work took place in the context of Louise’s care home where she had lived for 
eight months having been taken into care at the age of 11. Intervention took the 
form of eight sessions of desensitisation work which started with psycho-education 
around emotions and physiology. Graded exposure ending with two dogs (small and 
large) was described in the context of the theoretical and evidence base. Issues of 
capacity and consent were discussed, together with examples on video of 
procedures used to ensure Louise was consenting at all stages of the work. 
Outcomes included Louise seeing a strange dog in the street and responding with a 
stroking gesture and Louise stroking and walking with the two dogs used in therapy. 
A support plan was developed with staff. Limitations of the work included a poverty 
of outcome measures and a lack of clinical childhood data.
2 All names were changed to protect anonymity.
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In terms of my development as a Clinical Psychologist, attention was drawn to three 
main areas, also illustrated in video footage. Firstly, prior to training I had worked for 
and managed a team whose work could be described largely in terms of 
engagement and assessment. Work such as that with Louise had helped me to 
explore a new identity -  that of clinician. Hence I had gained confidence to intervene 
in a way that integrated the different skills and areas of knowledge I had learned.
A second area of change was my stance in relation to certainty. In supervision, in 
reading and in lectures, I had been learning not only the limitations of certainty but 
also the utility of uncertainty. In my work with Louise I found myself able to bring a 
more deliberate stance of uncertainty. As a reflective scientist practitioner I was 
learning to look for, and make collaborative use of, evidence brought by the client 
from one moment to the next.
Finally, I had also returned during training to thinking about leadership. In my work 
with Louise my role in a large part was that of aligning a number of people -  
including the client, staff form different sectors of work and even animals -  around a 
task and a vision.
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RESEARCH DOSSIER
This dossier contains the log of research activity, a service related research project 
completed in year 1, an abstract of a qualitative research project completed in year 
2 and the major research project completed in year 3.
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RESEARCH LOG CHECKLIST
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods
z
4 Formulating specific research questions ✓
5 Writing brief research proposals z
6 Writing detailed research proposals/protocols z
7 Considering issues related to ethical practice in research, including issues of diversity, and structuring plans accordingly
z
8 Obtaining approval from a research ethics committee z
9 Obtaining appropriate supervision for research z
10 Obtaining appropriate collaboration for research z
11 Collecting data from research participants z
12 Choosing appropriate design for research questions z
13 Writing patient information and consent forms z
14 Devising and administering questionnaires z
15 Negotiating access to study participants in applied NHS settings z
16 Setting up a data file z
17 Conducting statistical data analysis using SPSS z
18 Choosing appropriate statistical analyses z
19 Preparing quantitative data for analysis z
20 Choosing appropriate quantitative data analysis z
21 Summarising results in figures and tables z
22 Conducting semi-structured interviews z
23 Transcribing and analysing interview data using qualitative methods z
24 Choosing appropriate qualitative analyses z
25 Interpreting results from quantitative and qualitative data analysis z
26 Presenting research findings in a variety of contexts z
27 Producing a written report on a research project z
28 Defending own research decisions and analyses z
29 Submitting research reports for publication in peer-reviewed journals or edited book
30 Applying research findings to clinical practice z
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Service Related Research Project Year 1
An Evaluation of the 
Ethnie Diversity of Clients Accessing Secondary Care 
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ABSTRACT
This service evaluation took place in a local authority area in southern England, in 
which clinical psychologists worked within 6 secondary care mental health teams. 
Commissioning was in response to concerns raised by the Trust performance 
management unit that psychologists were seeing lower proportions of BME clients 
than their team colleagues of other disciplines.
Two objectives were to detect whether psychologists’ contacts with BME clients in 
the borough were lower in proportion than contacts for their respective teams, and to 
detect any differences between teams with regard to ethnic diversity amongst those 
accessing psychological therapy.
Three sets of data were requested from the Trust data warehouse system for a 21 
month period; broken down by discipline and ethnicity: referrals, caseload and 
clinical contacts.
Referrals and caseload data were not made available for psychologists. Contacts 
data allowed for comparison of psychologists and other CMHT disciplines, across 
teams, and across ethnic categories.
Results indicated that across borough, psychologists were seeing a slightly higher 
proportion of BME clients than their CMHT colleagues.
The results pose systemic questions about how data reports which are required by 
mandate are generated in the Trust. Contact data appeared to be a valid measure of 
access to psychological therapies.
Recommendations were made for Trust data report production for psychology. Two 
areas for further research were suggested for this borough, concerning the 
significant ‘White-other’ group South Korean clients.
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INTRODUCTION
Ethnicity and mental health services in the UK
This report concerns access to and utilisation of psychological therapies by minority 
ethnic groups in a local authority area in southern England. This subject has a 
pertinent context of racial discrimination in health and mental health care in England.
The term ethnicity itself has a complex past relating to culture, race and identity. In 
this evaluation the definition embodied in the following definition of ‘Black and 
minority ethnic’ (BME) groups will be used. The term BME refers to,
‘(...) all people of minority ethnic status in England. It does not only refer to skin 
colour but to people of all groups who may experience discrimination and 
disadvantage, such as those of Irish origin, those of Mediterranean origin and East 
European migrants.’ (Department of Health, 2005)
The overrepresentation of particular ethnic groups has been confirmed in the annual 
‘Count me in’ censuses of over 200 hospitals in the UK from 2005. In 2008 members 
of Black African, Black Caribbean, Black and White-mixed and White-other groups 
were more likely to be detained under the mental health act than the majority White 
population (Health care Commission, 2008). This is thought to reflect more complex, 
biomedical and aversive pathways through mental health care for such minority 
groups, finding them over represented in hospitals and under-represented in 
psychologists’ consulting rooms (Chantier, 2005).
Discrimination in psychology
McKenzie (2001) found that patients of Caribbean origin diagnosed with a psychotic 
illness in the UK were less likely than the White population to receive 
psychotherapy. Reviewing the literature, Chantier (2005) concludes that 
psychological therapists in the UK fail to attend to marginalised groups. Smaje 
(1995) points out that utilisation data often used in such research indicates little 
about underlying care seeking behaviour or the quality of care experienced.
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Concurrently, studies looking at help seeking behaviour may miss rich data about 
service-exiting behaviour.
A large number of factors implicated in the exclusion of ethnic minorities from 
psychological therapy have included marginalisation itself (Mahtani & Marks, 1994), 
problems establishing cross cultural relationships (Sue & Sue, 1987) and culture- 
specific expression of psychological problems (Sue & Sue, 1987).
Ethnicity monitoring
The Department of Health’s (2005) Delivering Race Equality paper specified 
improved monitoring of services as vital to addressing racial inequality in mental 
health. Coding of patient ethnicity is now mandatory in mental health care and 
professionals are required to ask the client to identify their ethnicity from a standard 
list specified by the Mental Health Minimum Data Set (Bywaters etal., 2007).
Working with ethnicity categories itself has received much critical attention. Ahmad 
and Sheldon (1994) have criticised their use by the Office for National Statistics:
The confusion is evident in the mixture of categories in the census, based on colour 
(black, white), notions of ‘nationality’ (Pakistani, Indian), and geographical origin 
(African, the Caribbean).’
Service context of this evaluation
This evaluation was commissioned by the Associate Director of Psychology and 
Psychotherapies across a local authority area (also a borough), in response to 
concerns expressed by the Trust performance management unit that borough 
psychologists across six teams were seeing in particular less Black clients than 
other disciplines within the CMHTs as measured by clinical contacts. The Associate 
Director was not informed how the 12 month performance data, upon which this 
concern was based, had been calculated.
The Performance Management Unit uses a data warehouse system accessing the 
Trust’s clinical activity recording data base, used by all secondary care disciplines. 
For an individual client ethnicity should be recorded at the first assessment interview 
or at a later stage, but usually by a non-psychology discipline.
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Trust targets for ethnic diversity of clients receiving psychological therapy were 
simply that diversity of clients receiving psychological therapy should be the same 
as those receiving CMHT care as a whole.
Although psychologists are integral members of each CMHT, in this report the 
acronym CMHT will refer to a community mental health team excluding 
psychologists, except where otherwise stated. Psychologists and CMHT will be 
referred to loosely as disciplines. It must be acknowledged that much variation might 
be expected amongst the other disciplines in a CMHT, but for the purposes of this 
evaluation one discipline is being compared to all others.
Objectives
• To detect whether psychologists’ contacts with BME clients in the borough 
were lower in proportion than the other professionals in their respective 
teams (referred to as ‘CMHT’).
• To detect any differences between teams with regard to ethnic diversity 
amongst those accessing psychological therapy.
METHOD
Design
This study is a service evaluation looking at coverage rather than implementation.
Measures
The researcher met with the Trust’s Business Manager to discuss what reports 
could be generated from the Trust data warehouse system, and for what period. 
Since the data warehouse had been in existence since April 2007 and in 
consultation with the Associate Director, the researcher requested monthly reports 
from April 2007 until the time of the request. Three types of data, broken down by 
professional discipline and ethnicity for each of six teams was requested:
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• Referrals
• Caseloads
• Clinical contacts
Data for the non-clinical area population as a whole was obtained from the 2001 
census of England and Wales and estimated data for mid 2007 published by the 
Commission for Racial Equality (2006) and Office for National Statistics (2007) 
respectively.
Setting
The psychological work which is the subject of this report took place in secondary 
care community mental health teams. The borough in which these teams were 
situated has some particular diversity characteristics, including a large South Korean 
community, and a black population lower in proportion than the average for England 
as a whole (Commission for Racial Equality, 2006).
Psychological therapy was offered within six multi disciplinary community teams 
including four community mental health teams (CMHT), an assertive outreach 
service (AOS) and an early intervention service (EIS). Over the entire period which 
this evaluation covers, 15 clinical psychologists were represented in the data, 
including 8 part time trainee clinical psychologists and 3 assistant psychologists.
The researcher (who was White British) was at the time of the evaluation based in 
one of the community teams concerned, employed as a trainee clinical psychologist.
RESULTS
Referrals and caseload data were made available only for teams as a whole. The 
spread sheets provided had been compiled without approaching the IT department 
at the Business Manager’s advice. Despite two further requests to the Trust IT 
department with the support of the commissioner and Business Manager, further 
data was not supplied. This data was compiled and examined but no statistical 
analysis was done. This data is found in appendix 2.
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Clinical contacts data was made available by discipline and hence data for 
psychologists and CMHT (excluding psychologists) could be compiled for the period 
of 21 months (appendix 1).
Comparing psychologists’ contacts with those of their 
respective CMHTs
In order to compare the contacts for each ethnic category, of psychologists and their 
other disciplined colleagues, the contacts number for a given discipline for a given 
ethnic category were converted to a percentage of all contacts for that discipline.
BME contacts as a percentage of all contacts for a discipline were calculated as:
100% - White British contacts% - not stated contacts%
The categories of Asian (Pakistani), Asian (Indian) and Asian (Bangladeshi) were 
collapsed into one (Asian) because numbers were consistently small and no marked 
differences were observed in the data. However Asian other was kept separate, 
because in the local area population, South Koreans were a significant group, 
which, according to team managers, is normally recorded as ‘Asian other’. As can 
be seen from table 1, this group have as many contacts as the collapsed ‘Asian’ 
category.
The percentage of contacts with clients whose ethnicity was not recorded was low 
(mean= 2%).
For four of the six teams, psychotherapists appeared in the data alongside 
psychologists contacts data. Since this evaluation concerned psychologists, and in 
consultation with the commissioner, these small numbers were removed and can be 
found in appendix 3.
Across borough contacts with BME clients
Table 1 (over page) gives a summary for each ethic category of the percentage of 
contacts across borough for psychologists and CMHT. These results indicate that on 
average psychologists were seeing a slightly larger proportion of BME clients. A 
Chi2 test for independence was performed in SPSS for Windows, comparing
90
percentage of White British and BME contacts with psychologists and CMHT. The 
Pearson’s Chi2 value of 29.76 (DF=1) was statistically significant (p= 0.000). 
However the effect size, indicated by Cramer’s V test indicated that 4.84% of the 
variation in ethnicity of contacts could be explained by discipline (psychologist/ 
CMHT). An odds ratio calculation indicates that psychology contacts across borough 
are 1.13 times as likely to be BME compared with CMHT contacts.
For both Black African and Black Caribbean clients, psychologists also have a 
higher mean proportion of contacts than CMHT across borough. Combining the 
three Black categories (Table 1) however, psychologists saw 0.38% less than their 
colleagues, although these represent relatively small numbers of contacts.
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Comparing 6 teams’ contacts with BME clients
Figure  1 b e lo w  show s th e  proportion of contacts  th a t w ere  with B M E  clients for 
psycholog ists co m p ared  with the ir te a m  co lleag u es , across th e  six te a m s .
CD
.C
A-CMHT B- CMHT C- CMHT D-CMHT E"
Assertive : 
Outreach 
Service
F- Early 
Inter­
vention 
Service
*  PSYCHOLOGISTS] 2142 57.61 30.81 36.12 38.12 | 69.31
CMHT 30.31 51.49 23.91 31.14 31.68 | 63.16
Figure 1: Comparing psychologists and CMHT in each of six teams
Figure  1 ind icates  that w hilst the  p e rc e n ta g e  of contacts  with B M E  clien ts  varies  
co ns id erab ly  from  te a m  to team , the proportion fo r psycholog ists ten d s  to b e  slightly  
h igher in e ach  te a m  than  for the rest of that te a m  co m b in ed . T e a m  A  is an excep tio n  
to this, with th e  psychologists see ing  a  slightly low er proportion than  c o lle a g u e s  
co m b in ed . C hi 2 and  C ra m e r’s V  tests w e re  perfo rm ed  on e ach  te a m  co m p arin g  
psychologists and  C M H T  staff on contacts  with B M E  clients. For all te a m s  e x c e p t  
te a m  D th ere  w a s  a  statistically s ign ificant (p < 0 .0 5 ) association  b e tw e e n  d iscip line  
and  the  proportion of contacts  which w e re  B M E . H o w e v e r the m ag n itu tu d e  of th e s e  
associa tions , or e ffect s izes, w as  found to be fa irly  low. H e n c e  b e tw e e n  1 .3  and  
3 .8 %  of varia tion  in ethnicity of contacts  could  be exp la ined  by w h e th e r the
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professional w as  a  psycholog ist or a n o th er te a m  m em b er. T h e s e  results a re  
su m m arised  in ap pen d ix  4.
Finally, a  C h i2 test w a s  p erfo rm ed  co m paring , for all te a m s  co m b in ed , psycho logy  
and  C M H T  across  all 14  ethn ic  ca teg o ries . T h e  C h i2 v a lu e  of 4 .4 5  produced  w as  
statistically  s ign ificant (P = 0 .0 0 0 , D F = 1 3 ). A  C ra m e r’s V  test ind icated  that 8 .2 %  of 
variation  in e thn ic  c a teg o ry  of contacts  could be exp la ined  by d iscip line -  a lm ost 
doub le  th a t found  w h en  com paring  B M E  and  W h ite  British. Th is  suggests  a  m ore  
com p lex  interaction  b e tw e e n  discipline and  contacts  with d ifferen t e thn ic  ca teg o ries .
O n e  e thn ic  ca teg o ry  w h ich  revea led  c o n s id erab le  varia tion  b e tw e e n  d iscip lines and  
also across te a m s  w as  ‘W h ite -o th e r’. F igure  2  c o m p ares  th e  proportion of contacts  
with ‘W h ite -o th e r’ clients for psycholog ists and  C M H T  in ea c h  team .
30
26.12
25
20
19.05
15
10
9.34
.45
6.31
5
1.34
0
&
CMHT
Figure 2: Comparing ‘White-other’ contacts of psychologists 
with those of CMHTs
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DISCUSSION
It appears that across borough, secondary care psychologists see a slightly larger 
proportion of BME clients than their respective team colleagues. Whether the sizes 
of the differences found are clinically acceptable is for service and performance 
managers to judge. What is clear though is that across borough the association 
between discipline (psychologist/CMHT) and contact with BME clients is in the 
opposite direction to those indicated by performance managers. Furthermore, 
significant differences in contact data between psychologists and other disciplines, 
for Black African and Black Caribbean clients do not appear over the period covered 
here.
These results raise a systemic question however, about the structures and 
processes which produce such reports and communicate concerns to service 
directors. The ability of the Trust to do so in the context of a mandate requiring this 
information appears compromised.
Validity
The discrepancy between the findings here and concerns raised by the performance 
management unit (PMU) may be due to the small numbers in psychology contact 
data, with this evaluation representing nearly two years of data. The period of 12 
months referred to by the PMU also appears to predate the data warehouse itself 
and may be derived differently.
Contact data appears to provide a more valid measure of access to psychological 
therapies than referral or caseload data; representing the ethnicity of the clients with 
whom professionals spent the most time. The numbers will also reflect early exit 
from therapy in addition to poverty of access. In addition, inspection of the clinical 
activity records for two borough psychologists revealed large inaccuracies in 
caseload data which appear not to effect contact data. Contact data errors are also 
more likely to be offset by the high number of entries, as compared with referrals 
and caseload.
This evaluation also warns against using a ‘White-all’ category as has been done in 
the past in similar evaluations (e.g. Zgah, 1998).
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Limitations
A number of problems encountered during this evaluation concerned categorisation 
itself. The ‘Asian other’ category placed by the Office for National Statistics (ONS) 
alongside ‘Asian Indian’ may be used more by those of South Korean decent in a 
borough such as this one. Interestingly, the percentage for ‘Chinese other’ in the 
ONS estimates for 2007 is more similar to the data warehouse contacts percentage 
for ‘Asian other’ and ‘other Chinese’ combined than to the data warehouse 
percentage for Other Chinese’ (see appendix 1 ).
Local population estimates were recorded here only to compare ‘closeness of fit’ of 
psychology and CMHT contacts. The methodology used by the ONS to estimate 
2007 percentages is not validated and will become less accurate with time elapsed 
since 2001 (Office for National Statistics, 2009).
The relationship of the researcher here both to the data and to the service, was not 
a neutral one, and therefore was less than optimal. As in much of the history of 
ethnicity studies, it was clear that some outcomes would be more desirable than 
others for the service and, subjectively, for the researcher.
As discussed earlier, a fundamental limitation of the use of a set of ethnic categories 
such as this is their questionable construct validity. Indeed, the difference between 
those which have been subdivided (White Irish, Black Caribbean) and those that 
have not (White-other, South Korean) may be determined largely by histories of 
oppression. Of course the demand for such monitoring itself is partly due to histories 
of, and current, oppression. However, only monitoring to detect repeats of past 
oppressions is less than rigorous, and also threatens to reinforce stereotypes 
(Ahmad and Sheldon, 1994). A recent initiative in this borough entitled ‘Engaging 
the South Korean Population’ illustrates one gap between what is being monitored 
and what needs to be monitored.
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Recommendations
• Negotiations could be attempted with the performance management unit to
develop an algorithm for the generation of reports such as that shown in
appendix 1. As demonstrated here, the report could use contacts data 
broken down by discipline and ethnicity, in order to:
A. Combine all non-psychology disciplines for each ethnicity (CRN, 
Social worker, psychiatrist, OT)
B. Remove psychotherapy disciplines from the data.
C. Compare psychology and CMHT by calculating contacts for each 
ethnicity as a percentage of all contacts.
D. Repeat for each team and calculate means for the borough as a 
whole.
• Procedures and protocols for recording caseload for psychologists could be 
reviewed or this area of the clinical activity data base reviewed as the data 
appears to be grossly inaccurate.
• Reports could be made computable by the performance management unit
for psychologists’ caseload and referral data, although this is less useful than
contacts data.
Further research
A further survey could take a sample of ‘White-other’ clients in caseloads and 
explore the diversity within this significant group which may range from Polish to 
South African and Canadian. This could explore further any interactions between 
team and discipline.
Another area of further study might involve taking a sample of South Korean clients 
across the borough. This could identify how South Koreans are categorised, in what 
proportion of cases they are categorised by staff in their absence, and whether there 
is an association between these two factors.
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Feeding back recommendations
The researcher and the Associate Director of Psychology and Psychotherapies will 
meet on 3rd September 2009 to discuss the findings of this evaluation. This is with a 
view to planning its dissemination to appropriate service and performance managers 
and at a borough psychologists’ meeting.
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APPENDIX 4
Odds ratios of a psychologist contact being with a BME client, as 
compared with a CMHT contacts
Team
Pearson’s
Proportion of 
variation 
explained by 
discipline 
(Cramer’s V)
Odds ratio of a 
psychologist 
contact being non­
white British as 
compared with 
CMHT contactsChi2value DF
Asymp.
Sig.
P=
%
Asymp.
Sig.
P=
ACMHT 5.13 1 0.023 2.0% 0.023 0.86
B CMHT 18.33 1 0.000 3.8% 0.000 1.17
CCMHT 14.13 1 0.000 3.6% 0.000 1.25
DCMHT 1.71 1 0.191 1.3% 0.191 1.07
E Assertive 
outreach service 3.87 1 0.049 1.8 0.049 1.19
F Early 
intervention 
service
3.94 1 0.047 3.6 0.047 1.09
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Evidence of Service Related Research Project 
Presentation
M enial Haailh WHS 'frost
Simon Rogoff
3rd September 2009
Dear Simon,
Thankyou for your presentation of findings from your evaluation concerning ethnicity in| 
psychology caseloads today, which was helpful.
Yours sincerely,
Associate Director of Psychology and Psychotherapies
HEALTH AND COMMUNITY CARE SERVICES WORKING IN PARTNERSHIP
Qualitative Research Project Year 2
Clinical Psychology Trainees’ Experiences of 
Interactions with People Applying for Clinical 
Courses
June 2009
This research project was conducted by a group. The main aim was to explore the 
experiences of Clinical Psychology trainees being approached regarding the 
selection process for training by those wanting to train. This was prompted by recent 
concerns over information being leaked to prospective applicants about selection 
procedures against the University’s wishes. The project used Interpretive 
Phenomenological Analysis (IPA) along with purposeful sampling. Participants were 
four Clinical Psychology trainees in years two and three of the course who had 
experienced interactions whilst training with people wanting to enter training. 
Structured interviews were recorded and content coded. A variety of themes 
emerged from analysis, five of which were described. These were: 1. Positive 
emotions associated with helping applicants, 2. Negative aspects of being 
approached, 3. Participants empathising with prospective applicants whom they 
viewed as anxious, 4. Beliefs about biasing the selection process and 5. Participants 
themselves being in a difficult position. Discussion considered the complex range of 
positive and negative emotions expressed by the participants concerning this 
subject. Whilst participants considered helping those who approached them to be 
part of their role, they also felt ill-informed as to what information was acceptable to 
share. Also discussed were the relevance of these experiences to the literature on 
helping behaviour and the experience of using I PA as a method.
107
Major Research Project Year 3
Your Mind or Mine?
Self and Other Mentalizing in ‘Poor’ 
and ‘Expert’ Mentalizers.
July 2011
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ABSTRACT
Mentalization theory concerns not only impaired mentalizing development but also 
normal development and potentially expertise. This study aimed to compare three 
groups contrasted on the basis of their hypothesised mentalizing capacities. 
Specifically the mentalizing of self and of others; hypothesised to vary somewhat 
independently, were measured separately using a newly developed self report 
measure; the Reflective Function Questionnaire. Additionally four measures of 
capacities allied to self and other mentalizing were administered. In a cross- 
sectional questionnaire-based design participants recruited were either individuals 
with borderline personality disorder (BPD) (‘poor’ mentalizers) in specialist clinical 
settings, non-clinical controls in cafes or Psychological Therapists (‘expert’ 
mentalizers) in training courses or professional forums. In self-mentalizing the BPD 
group scored lower than controls whilst controls scored lower than Psychological 
Therapists. In mentalizing others no significant differences were found between 
groups. Self-other profiles for the BPD group and Psychotherapists were explored 
with reference to the control group. The BPD group profile was characterised by 
differential impairment on self and other and impairment in self-mentalizing. 
However low cognitive empathy scores in comparison to the other groups suggested 
this required further investigation. The Psychological Therapist profile was 
characterised by enhanced mentalizing of self. Results are discussed in relation to 
the developmental theory of mentalizing, including the potential for developmental 
deficits to interact with more active defensive operations to impair mentalizing of self 
and others differentially. Psychological Therapists’ enhanced mentalizing capacities 
may include the ability to inhibit rather than enhance the impact of others’ emotions 
on the self.
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INTRODUCTION
Overview and service development context
Borderline personality disorder (BPD) is a major public health problem associated 
with high levels of distress and chaotic, unplanned use of services (Bender et al., 
2001; Levy et al., 2006). Mentalizing capacity has been recently identified as a 
specific mechanism of change in the treatment of BPD (Levy, et al., 2006) and 
mentalization represents an emerging theory and treatment model developed in 
response to interpersonal difficulties associated with BPD (NHS Choices, 2011).
Mentalizing is the activity of attending to and comprehending mental states in order 
to make sense of behaviour (Allen, Fonagy, & Bateman, 2008). The construct of 
mentalizing ability has evolved to contain a number of polarities such as mentalizing 
self and mentalizing of others and mentalizing emotions and cognitions. As a normal 
developmental achievement, mentalization should offer the potential for expertise in 
addition to impairment. Whilst BPD has been described in terms of impairment in 
mentalizing, Psychological Therapists are a professional group who have been 
described as expert mentalizers. This study aims to explore mentalizing in these two 
groups who appear to have been contrasted on the basis of mentalizing capacity 
specifically.
Literature search
A literature search was conducted mainly within the Psych Info, Medline and Psych 
Articles literature databases, The British Library Integrated Catalogue, the University 
of Surrey Library Integrated catalogue and the University of Surrey Doctorate theses 
catalogue between December 2009 and May 2011. Variations of three ‘root’ subject 
terms in titles were used: ‘mentalization’, ‘reflective function’ and ‘affect 
representation’ and these were combined with a list of subject terms relating to 
mentalizing, personality disorder, attachment, psychotherapy, expertise and 
occupation (Appendix 1). Forward and backward chaining was conducted from 
resulting publications and articles extracted according to relevance to terms in this 
list.
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Mentalization
The theory of mentalization is one currently in development. Mentalizing ability, or 
reflective function (RF), has been described as ‘the capacity to make sense of self 
and of others in terms of subjective mental states and mental processes’ (Fonagy & 
Bateman, 2007, p83). Here ‘mental states’ include both cognitive and emotional 
internal processes (Allen, et al., 2008). Mentalizing involves the cultivating and use 
of mental representations of such internal states (Allen, et al., 2008). Hence, in the 
case of emotions this involves ‘the basic intrapsychic transformation of one’s own 
somatic experiences into increasingly organized images, ideas and words that could 
be modified, linked and communicated’ (Choi-Kain & Gunderson, 2008, p1128). 
Mentalizing is thought to require a number of distinct cognitive skills including the 
understanding of mental states and the use of attention and effortful control 
(Fonagy, 2008). The resulting capacity is integral to the human social function of 
understanding oneself and others as intentional agents (Bateman & Fonagy, 2004).
History of the concept
Choi-Kain and Gunderson (2008) cite two broad influences on mentalization theory: 
French Psychoanalysis (Lecours & Bouchard, 1997), producing a self-oriented 
concept focussing on the transformation of somatically experienced affects and 
drives into symbolic representations (Bateman & Fonagy, 2004), and primate 
research and investigation of autistic spectrum disorders producing a more other- 
oriented, cognitively-focussed concept (Baron-Cohen, Leslie, & Frith, 1985).
Also of importance to the development of mentalization theory has been attachment 
theory credited to Bowlby (1977) and later work building on this (e.g. Main & Hesse, 
2001). Bion’s (1962) theory of thinking is also credited as providing some foundation 
for both infant-development underpinnings of this theory and its relationship to affect 
regulation (Bateman & Fonagy, 2004).
Self and other dimensions of mentalizing
Bateman and Fonagy (2004) suggest four dimensions of mentalizing: self-other, 
other, cognitive-affective, implicit-explicit and external physical characteristics
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versus internal states. The existence of a self-other dimension is supported by 
Semerari et al. (2003) who align their modular model of metacognition with 
mentalization. Bouchard et al. (2008) suggest a three component structure involving 
unconscious defensive functions, abstract verbal articulation and an ‘attitude of 
focussing on mental processes’ (p60). Recently, as part of the development of a 
multi-dimensional measure of mentalizing; the Reflective Function Questionnaire 
(RFQ46), Perkins (2009) administered the RFQ46 to BPD and non-clinical controls. 
Perkins noted that means for internal-self and internal-other subscales indicated the 
possibility of differential impairment in self and other mentalizing in BPD (A. Perkins, 
personal communication, 6th September 2010).
Recent neuro-imaging research has shown that overlapping but distinct neural 
networks are concerned with mentalizing self and others (Lieberman, 2007; 
Vanderwal, Hunyadi, Grupe, Connors, & Schultz, 2008). The anterior cingulate 
cortex (ACC) has been credited with processing emotional salience, emotional 
regulation, attention-modulation and the executive directing of other cognitive 
resources during more complex mentalizing tasks (Allen, et al., 2008; Bush, Luu, & 
Posner, 2000). Lombardo et al. (2010) found biases for self or other referential 
processing in distinct regions during mentalizing tasks. Allen et al. (2008) argue that 
mentalizing the emotions of others is a more complex task than mentalizing those of 
the self; requiring self-other differentiation, self-regulation and imagination.
Distinct networks may be employed in the differentiation of self and other material 
(Lombardo, et al., 2010). The inferior parietal cortex has been shown to be 
employed in maintaining self-other differentiation during empathising tasks 
(Lawrence etal., 2006). A loss of differentiation of self and other material could lead 
to self-material being attributed to others (perhaps leading to more other-mentalizing 
errors). However, in the context of a porous, fragile sense of self a deficit in self- 
other differentiation could arguably lead to others’ material being attributed to self 
(leading to more self-mentalizing errors). Both these types of error might correspond 
to phenomena reported in BPD in the context of attachment relationships; including 
the erroneous identification of self states in others and the loss of ability to reliably 
identify and reflect upon self-states (Allen, etal., 2008; Gabbard & Wilkinson, 1994).
A further possible explanation for differential performance would be that a factor 
outside of the neurological networks described, such as motivation or unconscious
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defences might act differentially on self and other mentalizing or its development. 
This appears to be implied in Allen et a/.’s (2008) ‘phobic avoidance’ of mentalizing 
during infancy.
Evidence concerning overlapping neural networks has been used also to support 
arguments that self and other mentalizing are not independent. Goldman (2006), for 
example, supports a simulation hypothesis in which the mentalizing of others is 
dependent on self-mentalizing ability. If this were the case then mentalizing-self 
ability might develop more fully than the ability to mentalize others in some cases, 
but perhaps not the reverse.
Allied concepts
Allen et al. (2008) and Choi-Kain and Gunderson (2008) describe how various 
dimensions of mentalizing have been conceptualised in the past. Some concepts 
appear to correspond specifically to the dimensions of self and others being 
explored in this study.
Mindfulness
Mindfulness is defined as the ability to focus ‘attention in a nonjudgemental or 
accepting way on the experience occurring in the present moment’ (Baer, Smith and 
Allen, 2004, p191). Choi-Kain and Gunderson (2008) suggest that mindfulness skills 
(observing and describing aspects) share characteristics specifically with 
mentalization of self. Perkins (2009) measured mindfulness using Mindfulness 
Awareness Attention Scale (MAAS) (Brown & Ryan, 2003) and mentalization using 
the Reflective Function Questionnaire (RFQ46) in three populations and found no 
relationship between RFQ46 scores and MAAS scores. She concluded that the 
RFQ46 may distinguish between mindfulness and mentalizing.
Alexithymia
Alexithymia is defined by Luminet, Rime, Bagby and Taylor (2004, p741) as a 
‘personality construct...thought to reflect a deficit in the cognitive processing and 
regulation of emotional states’. This multi-facetted construct appears to correspond
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well to the (poor) mentalization of self. Included are deficits in the capacity to identify 
and differentiate emotions, in the ability to communicate subjective emotional states 
in words and in the ability to engage imagination (Luminet, et al., 2004). However, 
here the representation of emotions is considered in isolation from that of thoughts 
(Taylor, Bagby, & Parker, 1997). Luminet et al. (2004) found support for the 
construct validity of Alexithymia as measured by the Toronto Alexithymia Scale 
(TAS) (Bagby, Taylor, & Parker, 1994). To date no research appears to have been 
conducted comparing Alexithymia with mentalization or RF explicitly.
Empathy
Empathy has been defined as the ‘apprehension of another’s condition or state of 
mind’ (Hogan, 1969, p307). Choi-Kain and Gunderson (2008) argue that empathy 
overlaps considerably with mentalization of others. Definitions have varied to include 
emotional and cognitive aspects and processes and also variously as a state or 
disposition (Trusty, Ng, & Watts, 2005). Perkins (2009) found that RFQ46 total 
scores correlated positively with two measures of empathy including the Perspective 
Taking Subscale (PTS) of the Interpersonal Reactivity Index (Davis, 1983).
Theory of mind
Theory of Mind (Premack & Woodruff, 1978) is defined as the ability to attribute 
mental states to others in a way that facilitates social interaction and originates 
partly in the study of autistic spectrum disorders (Kleinman, Marciano, & Ault, 2001). 
Much research in this area has focussed on deficits in the comprehension of the 
thoughts of others (e.g. Perner et al., 1989). Hence Choi-Kain and Gunderson 
(2008) argue that Theory of Mind corresponds closely to the explicit mentalizing of 
others -  mainly with regard to cognitions.
Developmental theory of mentalizing
Bateman and Fonagys’ (2004) theory of the development of mentalizing focuses on 
a dynamic and intrapsychic process between the caregiver and infant during the first 
few years of life. Whilst this theory has been developed largely as an attempt to
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understand pathology in borderline personality disorder, it is also a theory of normal 
development.
Before managing the task of discovering its mental self (mentalizing), the infant must 
discover its bodily self (Allen, et al., 2008). Initially less aware of the boundaries 
between itself and its primary caregiver, the infant discovers its agentive self through 
an attentional preference for noticing action-response relationships which are 
perfectly contingent in time and space (Allen, et al., 2008). Hence the movement of 
limbs begins to help define in the infant’s mind that which is self (always responds in 
a perfectly contingent fashion to actions -  e.g. right arm) and that which is not self 
(responds imperfectly or not at all -  e.g. Mother/ table) (Allen, et al., 2008). A sense 
of agency develops through experience of physically impacting other objects and 
people (e.g. the cup falls if hit). At this stage comforting of the infant can only occur 
through the physical response of the caregiver.
At around the age of three months the infant’s attunement to contingent 
relationships is thought to switch from a preference for perfectly contingent 
relationships to one for high but imperfectly contingent relationships (Mother usually 
does ‘x’ when I feel distressed - but not always) (Gergely, 2001). It is this kind of 
contingency relationship that corresponds well to the behaviour of an emotionally 
responsive caregiver (Allen, et al., 2008). Henceforth, two conditions facilitate the 
development in the infant of mentalizing ability: the infant’s attentional preference for 
high but imperfect contingency relationships, and the caregiver’s empathie 
attunement and responsiveness to the infant. In particular it is the caregiver’s 
contingent and accurate mirroring of the child’s internal states which provides the 
infant with an external map of his1 own internal states. Mirroring is defined by Allen 
et al. (2008) as ‘resonating with, reflecting on, and expressing the internal state that 
the infant displays’. Additionally this mirroring of internal states of the infant must be 
intuitively marked by the caregiver; a) as being for the infant’s attention and b) as 
not the caregiver’s own emotion (Gergely, 2007). Marking is achieved through such 
means as exaggeration of tone and facial expressions (Fonagy, Gergely, Jurist, & 
Target, 2002).
1 For simplicity the primary care-giver will be referred to as female and the infant male 
throughout.
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Through this interactional process of marked contingent mirroring, a number of 
developments are possible. Firstly the infant begins to develop a sense that internal 
events are real and recognisable in the external world (e.g. by Mother). Hence the 
infant develops ‘budding capacities to experience their emotions as feelings’ (Allen 
et al., 2008, p81) by internalizing the information provided by the caregiver. 
Secondly, comfort can be achieved not only through physical contact but through 
communication (Allen, etal., 2008). Thirdly the infant begins to interject the mirrored 
version of his internal world resulting in a sense of a consistent enduring self 
(Bateman & Fonagy, 2004). As Allen et al. (2008, p81) summarise, the resulting 
‘representations gradually form the basis for mentalizing emotion and thereby for 
affect regulation and impulse control; they do not have to be acted out, and they can 
be shared’.
Three pre-mentalizing modes
According to Bateman and Fonagy (2004) three modes of mentalizing predate full 
mentalizing in development. These pre-mentalizing modes appear as phenomena 
not only in disorders of mentalizing, as will be argued with regard to BPD, but also in 
all adults at times when emotional arousal or some other factor causes full 
mentalizing to falter (Bateman & Fonagy, 2006).
Psychic equivalence mode: -  This describes a mode in which no distinction is 
made between internal state and external reality. This is accompanied by certainty 
or concreteness in the perception of that external reality. In the treatment of BPD, 
such external realities misperceived in this way are often the thoughts or intentions 
of others (Fonagy & Bateman, 2010).
Pretend mode: -  Whilst psychic equivalence has a ‘too real’ quality, pretend mode 
is characterised by detachment from ‘felt’ reality. Within this mode a subcategory of 
mentalizing has been termed ‘hyperactive’ mentalizing (Fonagy, Steele, Steele, & 
Target, 1998). This mode is characterised by excessive energy being invested in 
thinking about the mental states (Bateman & Fonagy, 2006). However, this lacks 
integration with other aspects of subjective experience (Levy, et al., 2006) or 
connection with genuine felt emotion (Bateman & Fonagy, 2006).
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Teleological mode -  In this mode inferences about the mental states of others are 
based on an unusual focus upon external physical appearances and actions 
(Bateman & Fonagy, 2004) rather than inferences based on, for example the 
content of speech.
Attachment and the development of mentalizing
Attachment theory describes the influence of early relationships with primary care 
givers on later adult relationships (Bowlby, 1977). In particular a number of 
attachment styles; both secure and insecure can be identified in childhood which are 
predictive of later styles of relating (Fonagy, Steele, & Steele, 1991). Much research 
has recently attempted to elucidate the relationship between attachment security 
and mentalizing ability. Meins (1997) described the ‘mind-mindedness’ of the 
emotionally responsive caregiver in a secure attachment relationship. More recently 
Meins et al. (2002) showed that mind-mindedness expressed by the mother predicts 
their child’s performance on a battery of theory of mind tasks 45 months on, 
independently of attachment status. Fonagy and colleagues used the Adult 
Attachment Interview (AAI) (Main & Goldwyn, 1994) to show that Mothers’ 
attachment security prior to giving birth predicted that of infants at 12 months 
(Fonagy, Steele, & Steele, 1991). They later showed that this effect was mediated 
by the mentalizing capacity of the Mother (Fonagy, Steele, Steele, & Moran, 1991).
Sharp et al. (2006) used a mentalizing task with Mothers and young children and 
found that inaccurate parental mentalizing led to poorer social-cognitive reasoning 
and also higher rates of psychopathology in their children. These findings, many of 
which have since been replicated (Sharp, et al., 2006), appear to demonstrate that 
the ability of primary caregivers to provide the attuned and securely attached context 
described by Bateman and Fonagy (2004) does indeed impact on mentalizing 
development in the infant. Whether such conditions can impact on self and other 
mentalizing differentially is less clear.
Promotion and inhibition of mentalizing in attachment
Mentalizing develops as the child explores his own internal world and makes sense 
of his care giver’s behaviour in terms of mental states. Whilst positive emotional
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arousal is conducive to mentalizing, certain active feelings of love have been shown 
to inhibit mentalizing (Bartels & Zeki, 2004). Furthermore, the experience of stable 
positive affect and security of attachment might obviate the need for the child to 
mentalize his own or his caregiver’s mind (Allen, et al., 2008). However, a situation 
demanding little self-regulation or mentalizing of the caregiver may also offer the 
child more opportunity to explore intentional aspects of his own mind (Allen, et al., 
2008).
As mentalizing emerges it is employed in response to social threats (such as 
separation) as well as to monitor and regulate negative emotion. Hence, insecure 
attachment may promote the mentalizing of negative affects (Harris, 1999). In the 
extreme however, attachment related emotional arousal, on reaching a threshold will 
neuro-chemically ‘switch’ brain activity from pre-frontal mentalizing regions to the 
posterior regions to facilitate ‘fight-or-flight’ related operations, temporarily inhibiting 
mentalizing activity (Bartels & Zeki, 2004).
Hence it appears that for optimal development of global mentalizing ability, the 
dynamic and imperfect qualities of the relationship are essential, within a range, for 
providing different mentalizing demands and opportunities for the child. 
Mentalization theory elaborates on the concept of a pervasive attachment status 
during infancy, offering a more dynamic view in which moment-to-moment changes 
can provide opportunities for different facets of mentalizing to develop. Figure 1. 
below summarises the relationships between such factors in the dynamic 
attachment relationship as described by Allen etal. (2008).
Trauma and mentalizing capacity
Bateman and Fonagy (2004) describe the effects of malevolent parenting and 
attachment trauma on mentalizing capacity on two levels. Firstly, high emotional 
arousal will ‘switch off’ mentalizing in the child in favour of ‘fight or flight’ systems. 
Secondly, the activation of the attachment system in response to distress is less 
likely to lead to regulation through the seeking of proximity and comfort. This leads 
to a defensive withdrawal from the mental world which cannot be mentalized or 
regulated and is therefore overwhelming; a ‘fright without solution’ (Main, 1999). 
This characterises what Main has called disorganized attachment (Main & Solomon,
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1990). Ultimately this can lead to a phobic avoidance of mentalizing (Allen, et al.,
2008).
Activation of loving Threat-related Unchanging stability
feelings may inhibit attachment and security can
mentalizing brain activation or trauma obviate the need for 
regions mentalizing
Inhibition of mentalizing
V
Development of mentalizing
Promotion of mentalizing
Parent frequently 
mentalizes 
the child
Attachment security 
promotes positive 
emotional arousal 
conducive to 
exploration of mental 
states
Inevitable challenges 
and conflicts prompt 
mentalizing
Figure 1. Promotion and inhibition of mentalizing in infancy
Bateman and Fonagy (2004) describe how malevolent or neglectful parenting leads 
also to the fragmentation of the child’s sense of self. Whilst the imperfect contingent 
mirroring will in the course of optimal development help to cultivate a sense of the 
continuous self (Allen, et al., 2008), serious failures will lead to parts of the non­
mirrored parental self being introjected (for example if the parent is preoccupied with 
her own emotions). If the parental mind is malevolent, cruel or indifferent two 
consequences are possible. Firstly, the infant will avoid mentalizing the other as a 
defence against a parental stance “extremely painful to recognise” (Fonagy &
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Target, 1997, p693). Secondly, the infant will introject the non-contingent and 
malevolent other-self which becomes an ‘alien self (Bateman & Fonagy, 2004). 
There is consequently a theoretical risk that either avoidance of mentalizing others 
or unconscious defensive projections of this alien self might interfere with self or 
other mentalizing (e.g. malevolent thoughts are attributed to others).
Adult functions of mentalizing
In adults a number of higher level social and self regulatory functions have been 
linked to the ability to mentalize:
• Being aware of affective and cognitive events in self (Main & Hesse, 2001 )
• Empathising with others/ attuning to infants (Fonagy, Steele, & Steele, 1991)
• Tolerating difficult emotions without acting on them impulsively (Dunn & 
Brown, 2001; Katz & Gottman, 1997; Luyten, Fonagy, Lowyck, & Vermote, in 
press)
• Tolerating ambiguity and uncertainty (Katz & Gottman, 1997)
• Communicating emotions (Fonagy, etal., 1998; Main & Hesse, 2001)
• Employing multiple perspectives (Luyten, etal., in press)
• Thinking rationally in the face of stress (Fonagy et al., submitted)
• Sustaining psychologically intimate relationships (Franzoi, Davis, & Young, 
1985; Luyten, etal., in press)
Critique of mentalization theory
Recent developments in neuro-imaging research have offered evidence concerning 
not only the construct of mentalizing as a mental activity, but also the hypothesis 
that it is a developmental achievement. Hughes et al. (2005) showed in a large 
sample of twins that environmental factors play a greater role than genetic factors in 
the development of theory of mind. A number of regions of the brain have been 
implicated in mentalizing operations (Rolls, 1999). The ‘mentalizing region’ (Frith & 
Frith, 2003) identified in the brain has been shown to be active during the conscious 
awareness of emotion in self and others (Allen, et al., 2008), the elaboration of
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emotion (Allen, et al., 2008) and also theory of mind tasks concerning cognition 
(Frith & Frith, 2003).
One criticism of mentalization theory has been that as a construct mentalizing 
encompasses too great a range of phenomena to be useful theoretically (Allen,
2006). According to the theory, dysfunction appears to be largely the result of 
impairment in a capacity. Elsewhere however, (e.g. the alien self), it appears that 
psychodynamically construed operations, also affecting mentalizing, are described 
as more strategic and active. The relationship between these active unconscious 
operations and the more passive deficits in mentalizing ability has not to date been 
hypothesised in detail. Allen et al. (2008) acknowledge a strength in Goldman's 
(2006) simulation hypothesis of Theory of Mind. Here the comprehension of the 
mental states of others involves both a simulation of the other’s experience in 
addition to projection of unconscious self-material. Alexithymia research has also 
highlighted the distinction between a (passive) lack of representations (found in 
Alexithymia) and the unconscious active use of defences (Luminet, etal., 2004).
‘Poor’ mentalizers: Borderline personality 
disorder
Borderline personality disorder (BPD) in adulthood is associated with marked 
difficulties in interpersonal relationships, together with impulsivity, and self-harm 
amongst other cognitive, emotional and behavioural difficulties (American 
Psychiatric Association, 1994; see Appendix 2 for full diagnostic criteria). Life time 
prevalence is estimated to be as high as 6% in Western populations (Grant et al.,
2008) and much higher in outpatient and forensic populations (Fonagy & Luyten,
2009). Around 80% of those in specialist treatment for BPD are women (Skodol et 
al., 2002). However, it has been estimated that BPD is more prevalent in men than 
these populations would suggest (Skodol & Bender, 2003).
A profound failure of affect regulation is included in most definitions of BPD (Fonagy 
& Bateman, 2007). There is also substantial evidence for a high prevalence of 
childhood trauma and neglect in individuals with BPD (Levy, 2005) which 
distinguishes them from those diagnosed with Schizophrenia and Depression 
(Bradley & Westen, 2005). The prevalence of histories of childhood sexual abuse
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amongst those with BPD is also high (Battle et al., 2004). Correspondingly, 
borderline personality disorder is associated with insecure attachment and in 
particular dismissing and preoccupied attachment styles (Fonagy et a!., 1996; Levy, 
etal., 2006).
Fonagy and Bateman (2007) summarise extensive evidence that childhood 
maltreatment impacts negatively on the capacity to mentalize. Hence, they have 
reconceptualised BPD as fundamentally a disorder of mentalizing; combining 
attachment-related inhibition of mentalizing capacity, the re-emergence of pre- 
mentalizing modes and a propensity to re-externalize destructive alien parts of the 
self through projective identification (Fonagy & Bateman, 2007).
There is an increasingly robust base of evidence suggesting that people with BPD 
do have particularly marked deficits in mentalizing. Fonagy et al. (1998) developed 
the Reflective Function Scale for rating global RF in AAI interview data. This has 
been used to demonstrate consistently low levels of reflective function ability in BPD 
in treatment settings (Fischer-Kern et al., 2010; Fonagy, et al., 1996; Levy, et al.,
2006). Using a number of measures of mentalizing ability, Bouchard et al. (2008) 
found mentalizing ability to be related to severity of axis II psychopathology 
independent of attachment status, gender and number of axis I diagnoses in a 
mixed clinical and non-clinical sample.
Semerari et al. (2003) applied their modular concept of mentalizing to analyse 
therapy transcripts using their Metacognition Assessment Scale. They describe a 
particular profile of mentalizing deficits in BPD, concerning differentiation of mental 
states from reality and integration of knowledge of mental states.
Self-other mentalizing in BPD
Whilst there is some agreement that BPD individuals struggle to theorise concerning 
their own internal states (Bateman & Fonagy, 2004; Semerari, et al., 2003), their 
ability to ‘read’ or comprehend the internal states of others has often been a subject 
of disagreement. It has been argued that people with BPD have enhanced ability to 
comprehend the inner states of others; referred to by some as ‘borderline empathy’ 
(Frank & Hoffman, 1986). Guttman and Laporte (2000) measured empathy in BPD 
women and found a heightened ‘sensitivity’ to others’ emotions, compared with their
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own siblings and controls. However, they distinguish this from a more sophisticated 
‘perspective taking* ability required for sustained relationships. Fertuck et al. (2009) 
measured the accuracy of facial emotion recognition in people with BPD using the 
Reading the Mind in The Eyes test (RMET) (Baron-Cohen, Wheelwright, Hill, Raste, 
& Plumb, 2001). They found that BPD diagnosis was associated with a significant 
increase in RMET performance after controlling for gender and depression.
Bateman and Fonagy (2004) argue that the appearance of expert mind reading in 
BPD individuals may reflect judgments based on an unusual focus upon physical 
appearances and actions (the ‘teleological stance'; see page 121). This is not 
inconsistent with the findings of Fertuck et al. (2009), since the RMET focuses on 
external signs in the face. Hence phrases such as ‘borderline empathy* may have 
conflated two dimensions of mentalizing; mentalizing others based on external 
features and mentalizing with regards to the ‘internal-other’ (Perkins, 2009).
Recently, Fonagy, Luyten and Perkins (in preparation) have developed the self- 
report Reflective Function Questionnaire (RFQ46). Perkins (2009) used the RFQ46 
to measure mentalizing ability in BPD individuals and controls. In factor analysis two 
subscales measuring mentalization of internal-self and internal-other were identified. 
Perkins found lower scores on both subscales in the BPD group. Perkins also found 
a different profile in self-other subscales in BPD and non-clinical control groups: 
compared to non-clinical controls those with BPD appeared to have more capacity 
to mentalize others than self (personal communication, 6th September 2010).
‘Expert’ mentalizers
If mentalizing is a developmental achievement consisting of a range of ability it 
follows that whilst impairment exists, so might expertise. Mentalizing has often been 
described or defined in a way which indicates room for limitless complexity, 
elaboration or capacity. The psychoanalytic concept is described by Bouchard et al. 
(2008, p50) as a ‘multiplication and organization* of representations of internal 
affective and cognitive states. They describe a progression from ‘impulsively 
expressed somatised forms of affectivity* to a ‘range of increasingly tolerated 
emotional events, eventually highly saturated with abstract (verbal) meaning*. 
Studies using the RF Rating Scale on AAI interviews and the RFQ have found
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normally distributed scores (Bouchard et al., 2008; Perkins, 2009). This appears 
consistent with a construct allowing for both impairment and expertise.
Allen, Fonagy and Bateman (2008), reviewing research on attachment and infant 
development state that amongst those fulfilling all criteria for secure attachment, or 
amongst ‘mind-minded mothers’ (Meins, et al., 2002), ‘super-mentalizers’ might be 
found. A qualification is required however: expertise is not reflected simply in the 
confident reading of the minds of others, but must contain a realistic stance towards 
their opaqueness (Bateman & Fonagy, 2006).
Whilst ‘super-mentalizing’ should not be confused with a stance of certainty with 
regard to the comprehension of mental states, neither should it be confused with the 
concept of ‘hypermentalizing’ (Bateman & Fonagy, 2006). According to Levy et al.
(2006) a low score on the Reflective Function (RF) scale for the Adult Attachment 
Inventory may indicate either ‘naive, simplistic reflections’ or an ‘overanalytic or 
hyperactive’ style in which reflections do not lead to increased understanding. This 
is conceptualised within the pre-mentalizing pretend mode (see page 120) (Bateman 
& Fonagy, 2006).
No published studies to date have investigated ‘expert’ mentalizers explicitly. 
Dziobek et al. (2005) attempted to measure empathy and theory of mind in a 
hypothesised group of ‘master mindreaders’. They used the ‘Reading the Mind in 
The Eyes’ (RMET) (Baron-Cohen et al., 2001) test and a cognitive and emotional 
measure of empathy; the Interpersonal Reactivity Index (IRI; Davis, 1983) on a 
group of psychic mind readers. They hypothesised that this professional group were 
‘“expert” mind readers’ due to a demand for a ‘sensitive appreciation of 
clients’desires, thoughts and feelings in their work’ (Dziobek et al., 2005, p242). 
Compared with matched controls, psychic readers scored significantly higher only in 
the Fantasy subscale of the IRI. However, the amount of face-to-face contact in this 
group’s work had been over estimated. They recommended further research into 
theory of mind in healthy expert groups, suggesting that psychotherapists, 
psychiatrists and social workers ‘are likely to excel in theory of mind’. The 
identification of ‘expert’ mentalizers according to membership of particular 
occupational groups will be considered next.
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Professional groups and mentalizing
It has previously been demonstrated that some professional groups are 
characterised by a high prevalence of particular personality traits. Holland (1996) 
found associations between six types of chosen work environment and six 
personality types. ‘Social’ personality types, seeing themselves as empathie, 
patient2 and having interpersonal skills were more likely to be found in work 
environments requiring empathy, interpersonal skills and the teaching or healing of 
others. Such environments included counselling as a profession, and Holland’s main 
congruence hypothesis with regards to personality and occupational choice has 
since received continued empirical support (Barrick, Mount, & Gupta, 2003; Nauta,
2010). Pines (1982, p462) refers to the relationship between personality and career 
choice in caring professions:
‘...the nature of the occupational tasks acts as a screening device, 
attracting people with particular kinds of motivations and 
personality attributes’.
Clinical Psychologists in particular have been studied by Conway (1988). In 239 
participants systematic personality differences were found between types of 
psychologist (scientists, practitioners, and scientist-practitioners) which appeared 
early in careers and remained stable. Conway concluded that:
‘Scientists, practitioners, and scientist-practitioners differ from 
one another in epistemic values and personality characteristics, 
and they are differentially affected by training experiences. In 
short, they do what they do—be it research, clinical practice, or 
both—because of who they are.’ (p653)
2 The term ‘patient’ rather than ‘client’ will be used throughout, in reference to the 
Psychoanalytic tradition from which mentalization theory is drawn.
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Psychological Therapists as ‘expert’ 
mentalizers
It is important here to review evidence concerning the possibility of mentalizing 
expertise in Psychological Therapists as a professional group. The term 
‘Psychological Therapists’ will be used broadly to include trainee and qualified 
Clinical Psychologists and Counselling Psychologists and qualified Psychoanalysts. 
Sussman (2007, p11) reviews evidence concerning the motivations and personality 
traits of Psychological Therapists and concludes that ‘whatever professional route is 
initially taken, those who engage in psychotherapy share a great deal in common’. 
Following Hall, Davis, & Connelly (2000) certain subgroups will be excluded; those 
who might be ‘primarily orientated’ (Hall, et al., 2000) not towards therapeutic work 
but towards research, objective formal testing, or management.
Psychological Therapists have often been described as having superior empathie 
abilities (Allen, et al., 2008). Whitman and Bloch (1990, p1) describe a perception 
held by idealizing patients and public alike that might correspond to expert 
mentalizers:
Therapists are considered to have wonderful marriages, 
impeccable children, total balance in their emotional lives, 
outstanding work relationships...’
Evidence concerning mentalizing expertise in Psychological Therapists will be 
considered in two broad categories: a) evidence that Psychological Therapists as a 
group are characterised by certain levels of mentalizing ability, and b) evidence that 
certain experiences, mechanisms or screening factors have acted on those who 
become Psychological Therapists; factors that might select for certain mentalizing 
abilities in the resulting professional population. Also considered are the dimensions 
of self and other mentalizing described earlier, and the possibility of a group profile 
in Psychological Therapists characterised by expertise in one dimension only.
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Mentalizing abilities of Psychological Therapists
Research exploring the empathie abilities of Psychological Therapists appears to 
indicate that these are enhanced. Hall et al. (2000) measured dispositional empathy 
in members of four divisions of the American Psychological Association (APA) using 
the Interpersonal Reactivity Index (Davis, 1983). They divided participants according 
to their ‘primary orientation’; towards psychotherapy, teaching, research or testing. 
They found that, independent of APA membership division, an orientation towards 
psychotherapy (or teaching or advising) was significantly associated with higher 
dispositional empathy than orientation towards research and testing. They 
concluded that ‘who we are [as a professional group] is defined, in part, by empathy’ 
(Hall etal., 2000, p53).
Qualities in Psychological Therapists related to mentalizing of the self have been 
researched very little, partly perhaps due a poverty of measures with which to do so. 
Larson and Daniels (1998) review the counsellor self-efficacy literature and report 
that counsellors with strong self-efficacy report experiencing anxiety as a challenge 
rather than as overwhelming or hindering. This might be an indication of the kind of 
emotional tolerance associated with high self-mentalizing ability (Dunn & Brown, 
2001; Luyten, etal., in press). Etringer and Hillerbrand (1995) argue that, compared 
with counselling novices, counselling experts are better at monitoring their own 
cognitions and also at directing attentional resources in this area. Greason and 
Cashwell (2009) explored the relationship between mindfulness and counselling 
self-efficacy. They found that 34% of counsellors’ self-efficacy was explained by 
mindfulness ability as measured by the Five Factor Mindfulness Questionnaire 
(Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006)(Ruth A. Baer, et al., 2006). 
However, part of the effect of mindfulness on self-efficacy was reported to be its 
positive effect on empathie ability (Greason & Cashwell, 2009). Conversely 
however, Greason & Cashwell (2009) also argue that to empathise with difficult 
feelings requires the tolerance of those same feelings in the self.
Factors selecting for a particular mentalizing profile in Psychological 
Therapists
The literature concerning the personalities, traits and life experiences of 
Psychological Therapists is rich with an array of sometimes conflicting hypotheses.
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Much of the evidence available is qualitative or anecdotal (Sussman, 2007). Some 
authors such as Spurling and Dryden (1989) have studied the lives of ‘high-profile’ 
Psychological Therapists without perhaps considering the potentially different 
characteristics of those motivated to gain such a profile. Quantitative studies have 
often failed to provide comparative data from other professional groups (Sussman,
2007) or otherwise appear to choose idiosyncratic comparison groups such as 
physicists (Fussell & Bonney, 1990).
In order to provide structure to this evidence, a number of mechanisms or screening 
factors will be identified by which Psychological Therapy as a vocation, diverse as it 
is, might select for a particular profile of mentalizing ability in its members with 
regards to self and others. These can be structured in relation to six themes 
emerging from the literature:
1. Attraction - to the vocation as a result of a particular mentalizing profile
2. Selection - for the vocation as a result of a particular mentalizing profile
3. Performance - ability to perform adequately as a result of a particular 
mentalizing profile
4. Stress -  ability to tolerate vocation-specific stresses as a result of a 
particular mentalizing profile
5. Rewards -  valuing vocation-specific rewards as a result of a particular 
mentalizing profile
6. Nurturing -  having a particular mentalizing profile as a result of vocation- 
specific nurturing effects.
1. Attraction
A particular profile of mentalizing abilities might not only be required or nurtured by 
the psychotherapy profession. It might also be the reason for wanting to join. 
Psychotherapy as a profession is amenable to arguments about attraction, since 
there is almost universal agreement that it is indeed a ‘chosen’ profession (Fussell & 
Bonney, 1990; Phillips, Hatton, & Gray, 2004; Spurling & Dryden, 1989; Sussman,
2007) in which ‘personal need satisfaction’ is a major factor in career choice (Fussell 
& Bonney, 1990). A larger part of the literature concerning motivations to practice 
psychotherapy refers to evidence concerning adverse early life experiences upon 
which motivations, either conscious or unconscious, are based. According to
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Bateman and Fonagy (2004), neglectful or traumatic childhood experiences predict 
poor adult mentalizing ability in the absence of compensating experiences. If 
Psychological Therapists are attracted to their field because of adverse early life 
experiences this might predict a particular mentalizing profile in one of two ways. 
Firstly, a high prevalence of childhood adversity might predict a particular 
mentalizing profile (poor/proficient/differentially proficient). Secondly, the nature of 
the motivation itself might indicate a repair or lack of repair of the effects of such 
adverse experiences. Hence there can be found in the literature an array of 
arguments, examples of which might be described as ‘proficiency as a result of 
repair’ (Fussell & Bonney, 1990), ‘deficiency as a result of lack of repair’ (Maeder, 
1989) and ‘proficiency as a result of adversity’ (Elliott & Guy, 1993).
The prevalence of childhood adversity amongst Psychological 
Therapists
A now substantial body of research suggests that Psychological Therapists when 
compared to other professional groups report a high prevalence of problematic 
childhood experiences including trauma, emotional deprivation and parental 
absence (Fussell & Bonney, 1990), and parentification (DiCaccavo, 2002). 
Qualitative and quantitative studies have approached therapists rated by 
knowledgeable colleagues as ‘particularly effective’ (Wolgien & Coady, 1997) or 
therapists identified as ‘notable’ (Dryden & Spurling, 1989) and found particularly 
troubled childhoods which were reported as influential in career choice. In some 
such studies it is not clear whether a perception bias in Psychological Therapists’ 
self-reports due to an interest in psychopathology and distress, might be the key 
variable involved (Murphy & Halgin, 1995).
Nikcevic, Kramolicova-Advani and Spada (2007) explored the childhood 
experiences of psychology students with clinical aspirations. When compared with 
other psychology students, those who were aspiring clinicians reported more 
childhood sexual abuse, a higher prevalence of a negative childhood home 
atmosphere and higher rates of parentification.
Elliot and Guy (1993) used a random sample stratified according to Holland’s (1996) 
six career typologies to compare female mental health professionals with those in 
other professions. They found that early distress and parentification in mental health
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professionals was associated not with higher psychological disturbance and 
interpersonal dissatisfaction in adulthood, but with less. However, the number of 
Psychological Therapists as opposed to other mental health professionals in their 
experimental group was small.
Attraction to Psychological Therapy work based on childhood adversity might be 
relevant to Bateman and Fonagys’ (2004) developmental theory of mentalizing. 
Here, arguments that a particular profile of mentalizing capacity might be indicated 
by such motivations will be summarised in three groups: those predicting expertise, 
those predicting impairment and those predicting expertise in self or other 
mentalizing only.
Evidence supporting an ‘expert’ mentalizing ability hypothesis
Sussman (2007) describes a broad consensus perspective in the literature which 
identifies personal suffering as a pre-requisite for the acquisition of the empathie 
abilities required in a Psychological Therapist.
Thorne (1989) is described as a ‘master’ Psychological Therapist by Dryden and 
Spurling (1989). He describes awareness of exceptional empathie abilities as an 
early motivation to pursue psychotherapy. Farber (1985, p10) explores perceptions 
of psychotherapeutic work by Psychological Therapists and reports that ‘applicants 
to clinical programmes invariably note that they have since childhood, felt acutely 
aware of the “hidden meanings” of others’ messages and that they have also 
experienced themselves as highly introspective, self-probing, sensitive to hurt, and 
often self critical...’
Some studies have suggested that enhanced empathie skills in therapists may be a 
result of the ‘successful resolution of psychic pain’ (Fussell & Bonney, 1990). Watts, 
Trusty, Canada and Hovestadt (1995) measured perceptions of childhood in 
counselling students and found that their rated counselling effectiveness was related 
positively with perceived negativity of parent-child interactions. Hence the 
experience of adverse childhood events or neglect followed by reparation might lead 
to exceptional mentalizing abilities. In attachment terms this might correspond to 
‘earned security’ (Lopez, 1995). In such a case it would be conceivable that the later 
and perhaps more explicit and verbal learning experiences (e.g. in therapy) might
134
aid the activity of the Psychological Therapist in particular. As in the descriptions 
cited above of Psychological Therapists as ‘expert mentalizers’ (page 130) the 
evidence cited here refers more often to mentalizing others than to skills 
corresponding to mentalizing of the self.
Evidence supporting an impaired mentalizing ability hypothesis
In contrast to a perception of the Psychological Therapist as an ‘expert mentalizer’, 
are arguments concerning pathological motivations to practice Psychological 
Therapy. These appear to be at odds with Allen et a/.’s (2008) assertions about the 
centrality of mentalizing in psychotherapy. For example, Freudenberger and 
Robbins (1979, p277) assert that the psychological profession ‘tends to attract 
individuals who suffer from more serious and specific psychological problems 
related to emotional relatedness’.
Menninger (1957) exploring unconscious motivations to practice medicine, suggests 
that the need to project repressed feelings of rejection and loneliness may result in 
an enduring identification with, and interest in, individuals who are lonely, conflicted 
and unloved. Issacharoff and Hunt (1983) describe how psychotherapy allows for 
the projection of fragmented parts of the self onto others for the purpose of re­
integration. These ‘disowned ‘selves” (Sussman, 2007) might correspond well to 
Bateman and Fonagy’s (2004) ‘alien self’ concept (see page 124) which again is 
associated with poor mentalizing ability.
Further arguments have referred to narcissistic disturbance in therapists as a 
motivation to practice. Psychological Therapists might repeatedly find in their 
patients ‘self-objects’ (Kohut, 1977; Kohut & Wolf, 1978); used to fulfil a hunger ‘to 
be mirrored and to merge with idealized figures’ (Sussman, 2007, p73).
Hence arguments have been made that Psychological Therapists may be motivated 
by types of psychopathology associated with poor mentalizing capacity (Bateman & 
Fonagy, 2004). However, little empirical support appears to have been found for 
these hypotheses to date.
135
Evidence supporting a differentially proficient mentalizing ability 
hypothesis with regard to self and other mentalizing
Whilst evidence concerning proficiency in mentalizing appears to describe more 
often mentalizing of others (e.g. empathy) the evidence concerning impairment cited 
here more often appears to refer to mentalizing of the self. Hence one possibility 
within a multidimensional mentalization framework is that these different arguments 
are not mutually exclusive.
The prevalence of early parentifying or care-giving experiences in the lives of those 
who choose Psychological Therapy as a career is high (Sussman, 2007). Early in 
these lives a ‘rescuing role’ may have been acquired to ‘resolve conflict and bring 
peace to the family which, without such ministrations, was believed to be likely to fall 
apart’ (Sussman, 2007, p122). Miller (1981, p90) describes how an ‘unconscious 
perceptiveness and intuition grows as the child takes on the role of confidant and 
comforter of the mother, and possibly assumes responsibility for siblings’. Sussman 
(2007, p90) concludes that in the context of the child’s ‘total dependency’ this 
explains the development of empathy (in order to maintain parental narcissistic 
equilibrium) as a ‘survival tactic’. However, Miller’s (1981) description goes further 
than this; implying an environment with potentially contrasting effects on self and 
other mentalizing. Empathy and perspective taking roles are demanded of the child 
whilst attention to self states in the child by parents might be scarce. DiCaccavo 
(2002, p464) summarises an argument which links this early environment with later 
vocational choices:
This relating strategy is further established in adulthood where 
parentified individuals enter helping professions as these roles 
represent extensions of childhood roles’.
Leiper and Casares (2000) explored the attachment styles of British Clinical 
Psychologists. Whilst a higher percentage than in the general population were 
securely attached (70%), the most common insecure attachment style was that of 
compulsive care-giving. Trusty, Ng and Watts (2005) explored in Counselling 
students the relationship between empathy and two latent variables within 
attachment; anxiety and avoidance. Higher counsellor empathy was associated with 
low avoidance and high anxiety; consistent with a preoccupied attachment style and
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associated with interpersonal warmth and intense interest in the emotions of others 
(Searle & Meara, 1999).
As argued previously, during childhood, different factors in the dynamic attachment 
relationship might promote exploration by the child of self-states (e.g. low emotional 
arousal, lack of social threat) or other states (e.g. social threat). Therefore, one 
explanation for the evidence cited concerning the childhoods of Psychological 
Therapists would be that the early environment promoted the active or preoccupied 
mentalizing of others whilst neglecting mentalizing of self. Not traumatic enough to 
‘switch-off’ mentalizing (see page 122), and yet challenging enough to promote the 
parentified active mentalizing of others, this was perhaps ‘adverse enough’ to 
promote mentalizing abilities conducive to psychotherapy. Hence, Fussell and 
Bonney (1990, p511), exploring the childhoods of Psychological Therapists, 
concluded that the childhoods of these therapists ‘involved pain but to a degree that 
enhanced, not extinguished, their continuing interest in people’.
2. Selection
Those selecting for Clinical Psychology training in the UK do so from a large pool of 
applicants through a highly competitive process (Phillips, et al., 2004; Roos, 2008). 
Selection criteria, guided by standards set by the Health Professions Council, 
include personal qualities such as the ‘ability to form empathie relationships with 
others in diverse populations and settings...the ability to work under pressure and 
manage stress’ and the ‘ability to constructively reflect upon their own strengths and 
learning needs’ (University of Surrey, 2011b, p1). Successful candidates tend to 
have obtained good references from more than one clinical position (Phillips, et al., 
2004). Although the validity of the methods used to select from this pool has been 
questioned (Phillips, etal., 2004) the population selected for training contains a low 
dropout rate (personal communication, 1.1th April 2011) suggesting that those 
selected for training do indeed have the potential to perform the role (Phillips, et al., 
2004).
The gate keeping process for Counselling Psychology Training is based on similar 
criteria to Clinical Psychology in terms of clinical experience and aptitudes 
measured (University of Surrey, 2011c) whilst thresholds for meeting criteria appear 
lower (University of Surrey, 2011c). However, the former requires a major financial
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commitment on the part of the applicant who must fund their training (University of 
Surrey, 2011a).
Requirements for qualification as a psychoanalyst also require substantial 
commitment. These include typically a minimum of 12 months personal therapy (five 
times per week), recommendation for training by the approved trainer analyst, 
theoretical and clinical teaching and a minimum of two years supervised analysis of 
patients (five times per week) (Institute of Psychoanalysis, 2011).
Greason and Cashwell (2009) argue that, whilst training programmes may select for 
and aim to develop external and observable empathie responses, skills that might 
correspond more to mentalizing of the self are often neglected.
3. Performance
The idea that it is ‘the person of the therapist that constitutes his or her primary tool' 
(Sussman, 2007, p3) is supported by therapy outcome research showing that a 
large portion of the variance in outcomes depends on the interpersonal bond 
established (Skovholt & Ronnestad, 2003a). However, the dimensions of this 
‘neglected variable' (Garfield, 1997) have been explored little (Garfield, 1997; 
Murphy & Halgin, 1995).
Allen et al. (2008, p250) apply a mentalization perspective to psychological therapy, 
quoting from the work of successful psychoanalysts whom they describe as 
‘exemplary’ mentalizers. They argue that the skilful comprehension, monitoring and 
reflection concerning mental states is vital to the activity of Psychological Therapists. 
Bateman and Fonagy (2004) go so far as to suggest that mentalization is so close to 
the essence of what therapists do that this closeness may be a stumbling block to 
the profession’s comprehension of mentalization deficits.
Stedmon and Dallos (2009) draw on a number of accounts of the importance of 
reflection in psychotherapeutic work from different theoretical perspectives. They 
describe how therapists from various theoretical backgrounds agree that key 
operations in therapy require the therapist to be ‘in touch with painful and difficult 
feelings’ in themselves or the patient. Hence the therapist must be able to respond 
non-impulsively to urges to ‘rescue’ in the face of both difficult emotions and also
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desires in the patient that they do so (Holt & Luborsky, 1958; Woody & Robertson, 
1997). With regard to adult functions of mentalizing (see page 124) these activities 
must draw heavily on mentalizing capacity with regards to self in particular.
From most theoretical perspectives empathy is viewed as a fundamental aspect of 
the psychotherapeutic process (Hall, et al., 2000), whilst its definition may variously 
emphasise cognitive or affective aspects (Trusty, et al., 2005). Emotional empathy 
specifically has been found to correlate positively with therapy outcome (Ridgway & 
Sharpley, 1990). For Allen et al. (2008) also, the focus in describing expertise 
appears to be on mentalizing others. They quote psychoanalyst Daniel Stern’s 
description of ‘intersubjective contact’, involving the therapist’s ‘reading of the 
contents of the other’s mind’ (as cited in Allen et al., 2008, p349). However, the 
concept of the Psychological Therapist as an expert mentalizer is not without 
contention. Within MBT itself there is acceptance that the therapist will exhibit 
failures in mentalizing -  indeed these can be used therapeutically and help to 
illuminate the fragility and fallibility of mentalizing (A. Bateman, personal 
communication, 11th June 2010).
4. Stress
Training to become a Psychological Therapist is described by Sussman (2007, p1) 
as a process ‘frequently characterised by a good deal of anxiety, ambiguity and 
doubt’. Skovholt and Ronnestad (2003b) review the literature on counsellor 
development and chart an idiosyncratic pattern of acute and specific stresses 
including the need to self-regulate in the face of shifting fear, anxiety, insecurity, 
elation, despair, shame and confusion. Further stresses include the “off-duty’ 
penetration of one’s own emotional boundaries’ (Skovholt & Ronnestad, 2003b, 
p49). Not only are the demands on emotional regulation and expression high, but 
these operations must be performed strategically (Skovholt & Ronnestad, 2003b). 
With reference to the specific adult functions of mentalizing ability listed previously 
(page 124), tolerance of such emotions as anxiety and of ambiguity have been 
separately identified as markers of good mentalizing ability (Allen, et al., 2008); 
perhaps more specifically with regards to self.
Whilst Trusty, Ng and Watts (2005) have argued that early experiences contribute to 
an anxious attachment style which might promote empathy, too much anxiety would
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appear to be prohibitive. This indicates a range within which anxiety might be 
optimal for the practice of psychotherapy.
5. Rewards
Rewards gained as a result of having a particular mentalizing profile will overlap 
significantly with motivations to practice. As has been noted previously, the activity 
of Psychological Therapy may offer, for some, the opportunity through unconscious 
projection and re-introjection of fragmented parts of the self, to be healed. Wolstein 
(1959, p32) asserts that,
‘Once the interlocking of transference and countertransference sets 
in, the analyst may be said to need his patient’s recovery because, 
in a sense, his own is actually involved.’
Returning to the high prevalence of parentifying experiences in childhood, Sussman
(2007) suggests that in the psychotherapy role, the adult finds validation for the 
caring roles assumed as a child.
6. Nurturing
Skovholt and Ronnestad (2003b) describe how experience in roles allied to 
psychotherapy may help to develop the ability to tolerate difficult emotions, 
ambiguity and confusion experienced in psychotherapy work. Personal therapy; a 
requirement for all psychodynamic therapists, is also aimed at nurturing mentalizing 
skills (Stedmon & Dallos, 2009). Some have argued that experience as a 
Psychological Therapists also nurtures advanced metacognitive strategies (Etringer 
et al., 1995). Conversely however, practice of psychotherapy might impact 
negatively on mentalizing ability over time, through vicarious trauma leading to a 
defensive shutting down of mentalizing.
Summary of arguments concerning Psychological Therapists
According to the arguments reviewed above, an individual might be attracted to, 
selected for, able to perform, able to tolerate or rewarded by the practice of 
psychological therapy for reasons which reflect a particular mentalizing profile.
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Given the poverty of robust research to date, together with qualitative arguments 
suggesting a number of potential mentalizing profiles in this group, any hypothesis 
concerning the proficiency or impairment in mentalizing of self and other in 
Psychological Therapists must be somewhat equipoise. However, more empirical 
evidence appears to be available to support the argument for enhanced mentalizing 
of others in this group. Furthermore, and returning to Bateman and Fonagys’ (2004) 
theory of child development, there might be an ‘adverse enough’ quality of early 
parentifying experiences that might promote the development of enhanced ‘active 
mentalizing’ of others accompanied by a neglect of mentalization of self.
Rationale
Mentalization is an emerging theory, developed in response to the interpersonal and 
functional difficulties associated with BPD but also concerned with normal human 
development. The understanding of mentalization; its structure, development and 
functions may therefore be of value in identifying more clearly the mechanisms of 
change in BPD. Some researchers have identified enhanced mentalizing abilities in 
BPD (Fertuck, et al., 2009), raising a question about the conceptualisation of BPD 
fundamentally as a poverty of mentalizing.
If those with BPD are defined specifically by deficits in mentalizing, Psychological 
Therapists as a professional group might be characterised by proficiency in 
mentalizing. Psychological Therapists have been identified as requiring enhanced 
mentalizing capacities in order to perform their role well (Allen, et al., 2008). Various 
functions of mentalizing capacity are seen as vital to the practice of psychotherapy 
including empathy, emotional self-regulation and the tolerance of uncertainty and 
ambiguity. However, a number of researchers have found in the childhoods of 
Psychological Therapists a high prevalence of the types of adversity which might 
lead specifically to poor mentalizing.
One source of hope for the resolution of these conflicts in the literature is the multi­
dimensionality of mentalization. By measuring self and other mentalizing separately 
the possibility of two somewhat independent variables being conflated in the 
comparison of ‘poor’ and ‘expert’ groups may be removed. Furthermore, it was
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hypothesised that Psychological Therapists might offer an example of differential 
mentalizing capacity with regards to self and others.
The exploration of mentalizing ability in two groups that have been contrasted on the 
basis of their mentalizing abilities may offer support for a construct which appears to 
predict a range of ability in the general population. Furthermore the study of the 
aetiology of proficiency may further the understanding of the developmental theory 
of mentalizing and the mechanisms of change for those with deficits.
Aims
1. To demonstrate the possibility of expertise in mentalizing capacities.
2. To explore the mentalizing capacities of groups contrasted according to
hypothesised mentalizing ability, using separate measures of self and other 
mentalizing.
3. To test whether performance on measures of self and other mentalizing
correspond to performance on established measures of capacities allied to
mentalization of self and other.
Hypotheses
Part 1 : Comparing 3 groups on mentalization of self and other 
Self-mentalizing
1. BPD participants will have lower self-mentalizing capacity than controls3 or 
Psychological therapists.
2. Psychological Therapists will have higher self-mentalizing ability than 
controls and the BPD group.
3 Henceforth this non-clinical control group will be referred to simply as controls.
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Other-mentalizing
3. BPD participants will have lower capacity in mentalizing others than controls 
and Psychological therapists.
4. Psychological therapists will have higher capacity in mentalizing others than 
controls and the BPD group.
Group profiles
5. Relative to control group mentalizing profiles, BPD profiles will not be 
characterised by differential impairment with regards to self and others.
6. Relative to control group mentalizing profiles, Psychological Therapists will 
show differential proficiency with regards to self and other.
7. Relative to control group mentalizing profiles, Psychological Therapist 
profiles will be characterised more by enhanced mentalization of others than 
by enhanced mentalization of self.
Part 2: Exploring the relationship between internal-self and internal- 
other subscales and measures of allied constructs.
A. Mindfulness will be positively correlated with mentalization of self.
B. Alexithymia will be correlated negatively with mentalization of self.
C. Cognitive empathy will be positively correlated with mentalization of other.
D. Theory of mind will not be correlated significantly with mentalization of other.
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METHOD
Design
A cross-sectional questionnaire-based design was used in this study. Two 
dimensions of mentalizing ability were measured in three populations: an ‘expert’ 
mentalizing group (Psychological Therapists), a ‘poor’ mentalizing group (individuals 
in treatment for BPD) and a control group (an opportunity sample recruited from the 
general public in South London).
Sample size, setting and participants
G*Power a priori analysis (Paul, Erdfelder, Lang, & Buchner, 2007) was conducted 
based on the effect size of r  = .31 reported for the RFQ46 (Perkins, 2009) as no 
such figures were available for the RFQ 54 at the start of the study. Based on this 
effect size together with power value of .80 and a = .05, G*Power estimated a total 
sample size requirement of 105 to test 2-tailed hypotheses using ANOVA with 3 
groups.
5991 people were invited to take part in the study. A total of 129 adults aged 18-69 
were recruited from three populations. The data was also shared with a wider study 
assessing the psychometric properties of the Reflective Function Questionnaire 
RFQ54. Of these 129, 43 were from BPD sites, 35 were from non-clinical control 
sites and 51 were from Psychological Therapist sites. A consort diagram is shown in 
Figure 2 (page 146).
Sample characteristics
BPD group participants were recruited from 15 specialist NHS BPD services in 
London (4 services), Surrey (10) and Lancashire (1). These teams delivered MBT (7 
services), DBT (4), a range of intermediate interventions in a STEPS services (3) or 
psycho-education (1). Inclusion criteria were that participants had been assessed as
1 For controls invited using displayed packs in cafes the number invited could only be 
estimated but was calculated as twice the number of packs taken away.
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BPD by the specialist service, had received no more than five weeks of MBT or DBT 
(the amount of other therapies received was monitored), and met the threshold for 
BPD in a screener contained in the questionnaire pack (see Measures, page 148). 
Introductory groups and psycho-education were not counted as received MBT/DBT. 
For those patients invited to take a questionnaire pack 45% completed and returned 
them.
Non-clinical controls were recruited from 10 London cafes. In order to match groups 
for gender three cafes with ‘mother and toddler’ areas were targeted. 27% of 
questionnaire packs placed in cafes led to a completed and returned pack. 
Psychological Therapists and those meeting a threshold for BPD were excluded.
Psychological Therapists were defined broadly to include those who were qualified 
as or on Doctoral training in Clinical Psychology or Counselling Psychology or 
qualified in Psychoanalysis. Following Hall et al. (2000) (see page 130), those 
primarily interested in psychometric testing, research or management were 
excluded. Those working in personality disorder services were excluded to reduce 
the possibility that attachment styles in those attracted to such work might in some 
way compliment BPD (Ciechanowski, Russo, Katon, & Walker, 2004) and therefore 
be a potential confound. Those with a specialist interest in mentalization were also 
excluded (see Figure 2). Trainees were recruited from two Clinical Psychology 
courses and one Counselling Psychology course at two Universities in South East 
England. Qualified Psychoanalysts were recruited from a monthly peer supervision 
group of five people, and qualified Clinical Psychologists were recruited from two 
regional forums for Clinical Psychologists. The percentage of those provided with a 
questionnaire that completed and returned it was 41 %.
Procedure
A number of ethical considerations were pertinent to this study. These included 
informed consent; participants would be asked to answer questions about difficulties 
they were having that might cause distress in answering. Participants would also be 
disclosing sensitive information and so confidentiality was important. Ethical 
approval regarding procedures and materials was gained from relevant research 
ethics committees (Appendix 5) and each of the five Trusts involved. In a pilot of the
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Returned questionnaire packs:
N= 129
BPD Control Psych Therapists
N= 43 N= 35 N= 51
Exclusion 1 : BPD screener
N= 121
BPD Control Psych Therapist
N=381 N=342 N=493
Exclusion 2: Psychological Therapist screener
N=120
BPD Control Psych Therapist
N=38 N=33 N=49
Exclusion 3: Specialist mentalization interest screener
N= 113
BPD Control Psych Therapist
N=38 N=33 N=42
Exclusion 4:
Primary interest in testing, research or management screener
N= 111
BPD Control Psych Therapist
N=38 N=33 N=40
Figure 2. Consort diagram
1 Three exclusions due to missing values on PAI-BOR, two due to scores below cut-off.
2 One exclusion due to missing values on PAI-BOR.
3 Two exclusions due to scores above cut-off.
questionnaire pack 10 BPD patients in treatment and 10 controls completed the 
pack with a researcher present. A service user consultant was also given the pack 
and other materials and feedback was gained on the accessibility of wording and 
format.
Participation in the study itself was voluntary based on written informed consent 
(see Appendix 9). Participants completed the ‘Feelings & Faces’ self-report 
questionnaire pack in their own time and posted this in the envelope provided. All 
packs contained:
A. Participant information sheet (Appendix 7)
B. Feelings & Faces questionnaire (see Appendix 8 for contents)
C. Consent form (Appendix 6)
D. List of support telephone numbers (Appendix 7)
E. Freepost addressed envelope
All participants were invited to enter a prize draw by indicating this on the consent 
form.
BPD Sample recruitment
Clinicians approached patients assessed as having BPD at assessment 
appointments or at the end of an introduction group or psycho-education group 
sessions. Patients were invited to take part in the study and were offered a 
questionnaire pack which they could then take away and read. The information 
sheet contained both information about the study, invitation to take part and 
instructions on how to take part (Appendix 7). Clinicians recorded numbers given a 
pack in a clinicians’ record sheet (Appendix 11).
Non-clinical controls sample
In 10 cafes Feelings & Faces questionnaire packs were left displayed in those areas 
used to display posters and information. On the outside of each pack a recruitment 
poster was glued and an identical poster displayed on the wall close by (Appendix 
12). Supplies were checked and replenished regularly and the number remaining at 
the end of the study counted.
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Psychological Therapists sample
For each training course all year groups were sent an email inviting participation 
(Appendix 13) and containing an attached information sheet. This email invited 
those interested in participating to reply giving their name and year group. 
Questionnaire packs were then delivered to these respondents at their University.
Qualified Clinical Psychologists and Psychoanalysts were recruited initially by 
approaching the chair person for three forums. For the two Clinical Psychologists’ 
forums and the Psychoanalysts’ peer support forum the researcher attended the 
forum with questionnaire packs. A five-minute presentation was given (not 
containing mentalization-related terms or information about the aims of the study) 
ending with an invitation to take a pack at the end.
Outcome measures
Mentalizing capacity (self and others)
The fields of mentalizing and attachment in particular currently lack a self-report 
measure of mentalizing ability. The Reflective Function Rating Scale developed for 
use with the Adult Attachment Inventory (Fonagy, et al., 1998) is lengthy and 
requires training. A further limitation is its unidimensionality in measuring what is 
widely regarded as complex, multi dimensional capacity (Bouchard, et al., 2008; 
Fonagy, et al., in preparation; Perkins, 2009). Luyten, Fonagy, Lowyck and Vermote 
(in press) highlight the value of evaluating patients’ mentalizing ability as a profile 
relating to underlying polarities of mentalizing.
This study forms part of a programme developing a self-report measure; the 
Reflective Function Questionnaire (RFQ). Initial development of the RFQ led to a 
46-item self report questionnaire featuring both polar-scored and median scored 
items (Perkins, 2009). Questions asked respondents about their capacities in 
thinking about or making sense of cognitive and emotional experiences; of self and 
others (e.g. ‘People’s thoughts are a mystery to me’). Consultation on initial 
questionnaire items involved an international group of mentalization experts 
(Fonagy, et al., in preparation). In factor analysis of RFQ46 Perkins (2009) found
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two factors defined by 15 of the items. These two factors related to mentalizing of 
internal-self and internal-other. Here, ‘internal’ refers to inferences concerning 
emotions or cognitions not based on external signs or behaviours (e.g. facial 
expression). However, in analysis only four items loaded onto the mentalizing 
internal-other factor. Perkins subsequently added eight items relating to mentalizing 
others, resulting in the RFQ54 (see Appendix 6).
Using data gathered in the present study (N=100) Moulton-Perkins and Rogoff 
(2011 ) conducted exploratory factor analysis on the RFQ54 and again obtained a 
two-factor solution reflecting internal-self and internal-other with nine items loading 
onto each. The resulting 18-item measure of mentalizing capacity showed good 
internal reliability (Cronbach’s or = .82) and convergent construct validity; correlating 
positively with measures of mindfulness (r = .40, p < .001) and cognitive empathy (r 
= .48, p < .001) (Moulton-Perkins & Rogoff, 2011). Divergent construct validity was 
supported in negative correlations with measures of Alexithymia (r= -.37, p < .001), 
Borderline pathology (r= -.54, p < .001) and general psychopathology (r= -0.51, p<  
.001) (Moulton-Perkins & Rogoff, 2011). Internal reliability of both 9-item subscales 
was also adequate (Internal-Self: a = .75; Internal-Other: a = .76) (Moulton-Perkins 
& Rogoff, 2011). Kline (1999) has argued that Cronbach’s or coefficients of 0.7 or 
above are acceptable for measures of psychological constructs. In this study, whilst 
the RFQ54 was administered throughout, the RFQ18 consisting of nine items for 
self-mentalizing and nine for mentalizing others taken from the RFQ54 was used in 
analysis.
Allied concepts
Mindfulness
The Kentucky Inventory of Mindfulness Skills (Baer et al., 2004) attempts to 
measure four core facets of mindfulness; ‘observing’, ‘describing’, ‘acting with 
awareness’ and ‘accepting without judgement’ orientated towards a DBT 
conceptualisation of mindfulness (Baer et al., 2004). The measure as a whole has 
been found to show good construct validity, convergent validity and divergent 
validity (Baer etal., 2004) reflecting four relatively distinct skills (Baum etal., 2010). 
For the purposes of this study two subscales; ‘describing’ (eight items) and ‘acting 
with awareness’ (ten items) were used to reflect those aspects of mindfulness that 
might more closely reflect mentalization of internal-self. Furthermore, Baer et al.
149
(2004) found these subscales to show good internal consistency (or = .84 and a = 
.83 respectively). In the present study internal reliability for the KIMS was a = .90.
Alexithymia
The 20-item Toronto Alexithymia Scale (TAS) (Bagby, et al., 1994) measures the 
inability to describe experienced feelings to others (Luminet, et al., 2004). Bagby et 
al. (1994) found the measure to show good internal consistency, test-retest reliability 
and construct validity. The measure correlates negatively with measures of 
emotional intelligence and psychological mindedness (Luminet, et al., 2004). In the 
present study internal reliability for the TAS was a = .90.
Cognitive empathy
The Interpersonal Reactivity Index (Davis, 1983) is a multidimensional measure of 
empathy of which the seven-item Perspective Taking Subscale (RTS) measures 
cognitive aspects of empathy; the ‘tendency to spontaneously adopt the 
psychological point of view of others’ (Davis, 1983). The RTS has shown good 
construct validity, predictive criterion validity and divergent construct validity (Davis, 
1983; Franzoi et al., 1985) Internal reliability of the RTS is acceptable (a = .75 for 
males and or = .78 for females) (Franzoi, et al., 1985). In the present study reliability 
of the RTS was or= .83
Theory of Mind
The Reading the Mind in the Eyes Test (RMET) was developed as a test of Theory 
of Mind by Baron-Cohen et al. (2001). In this measure of ‘facial affect recognition’ 
(Hallerbàck, Lugnegârd, Hjàrthag, & Gillberg, 2009) participants are asked to 
interpret 36 photographs of the eye region of faces by choosing from four mental 
state words for each. Originally developed in the context of high functioning autism, 
this test has more recently been shown to differentiate individuals with BED from 
non-clinical controls as a measure of mentalizing capacity (Fonagy, et al., 
submitted). However, Perkins (2009) suggests that this is perhaps a measure only 
of externally-focussed mentalizing. Johnston et al. (2008) have recently shown in a 
small number of non-clinical participants that the foil words in some items may serve
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as confounding contextual information; giving clues as to which word is the ‘odd one 
out’. In the present study internal reliability of the RM ET was a = .58.
Borderline personality disorder
The 24-item Borderline Subscale of the Personality Assessment Inventory (PAI- 
BOR) (Morey, 1991) is comprised of four subscales associated with DSM IV criteria 
for BPD (Edens, Marcus, & Ruiz, 2008). Scores correlate highly with assessment 
using current evidence based structured interview tools (Edens, et al., 2008; 
Jacobo, Blais, Baity, & Harley, 2007). The BOR subscale shows good construct, 
convergent and divergent validity (Stein, Pinsker-Aspen, & Hilsenroth, 2007) and 
internal consistency (Morey, 2007). In the present study internal reliability of the PAI- 
BOR was a = .96. It can also discriminate within dual diagnosis populations (Lezak, 
Howieson, & Loring, 2004). Jacobo et al. (2007) found that a cut-off score of T > 65 
optimally differentiated between those who did and did not meet criteria for BPD 
amongst referrals to a DBT service.
In addition to the PAI-BOR all BPD participants had been assessed by specialist 
service based clinicians as having BPD using current evidence based assessment 
tools; either the Zanarini Rating Scale for Borderline Personality Disorder (Zanarini 
etal., 2003) or the SCID-II (First, Gibbon, Spitzer, Williams, & Benjamin, 1997).
Potential confounds
Anxiety and depression
As argued by Fertuck et al. (2009) depression and anxiety are important potential 
confounds when measuring mentalizing capacities in BPD. The 18-item Brief 
Symptom Inventory (BSI18) (Derogatis, 2001) is a shortened form of the BSI53 
(Derogatis & Melisaratos, 1983) which Derogatis & Melisaratos (1983) found to 
show good internal consistency, test-retest reliability and convergent and divergent 
validity. The BSI18 consists of thee subscales measuring anxiety, depression and 
somatisation. Reliability coefficients of the scale and its three subscales are high for 
clinical populations relevant to this study (Wiesner et al., 2010). Sims (2010) found 
the depression subscale to show good convergent and discriminant validity. Wiesner
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et al. (2010) demonstrated that the BSI18 is most accurately described as a 
depression-anxiety scale. They found that in a non-clinical sample the somatisation 
subscale did not form a subscale and reduced the scale’s quality. Furthermore in 
clinical samples the somatisation subscale contributed little to discrimination of 
participants and was less related to the overall construct (Wiesner, et al., 2010). In 
this study therefore only the two six-item subscales for anxiety and depression were 
used in the light of two non-clinical populations being tested. These are referred to 
as BSI12 and in this study the combined subscales showed internal reliability of a = 
.97.
Verbal intelligence
The 88-word Mill Hill Vocabulary Scale (MHV) (Raven et al., 1988) is designed as 
measure of verbal fluid intelligence (Raven & Raven, 2003) relatively independently 
of received education (Lezak, et al., 2004; McLeod & Rubin, 1962) and culture 
(Balboni, Naglieri, & Cubelli, 2010). This multiple choice test has no time limit and 
asks respondents to choose for each word a synonym from six choices. Reports of 
internal consistency for the wider Raven’s Progressive Matrices (RPM) to which the 
MHV belongs have been good (e.g. a = 0.90) (Lezak, et al., 2004). Correlation 
between the MHV and other measures of intellectual ability including the Wechsler 
Adult Intelligence Scale has been consistently found (Lezak, et al., 2004; McLeod & 
Rubin, 1962).
Socio-economic status
Socio-economic status was measured using three categorical variables containing 
questions regarding employment status, occupation type and years in education. 
The measure for occupation type was taken from the UK Office of National Statistics 
classification method (National Statistics, 2000). This consisted of eight categories, 
with examples given under each category (see Appendix 5). For example, ‘Modern 
Professional’ included Psychologists, teachers and nurses, ‘Clerical and 
Intermediate’ included secretaries and personal assistants, ‘Semi-routine and 
manual’ included machine operators and postal workers and ‘Traditional 
professional’ included accountants, solicitors and medical practitioners.
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The measure of employment status consisted of six categories (Employed, Self- 
employed, Unemployed, Studying, Retired, Homemaker) and was designed for the 
purpose of this study. The measure of educational attainment was also bespoke and 
consisted of six categories (Secondary school to age 16, School/college to age 18, 
Non-degree level vocational work based training, University degree, University 
postgraduate studies and University Doctoral level studies (see Appendix 8). These 
measures were subject to analysis separately.
Social desirability
Paulhus (1984) suggests that in research measuring dimensions of personality the 
effects of impression management should be controlled for. Impression 
management has been defined as ‘a tendency to intentionally distort one’s self- 
image to be perceived favourably by others’ (Li & Bagger, 2007). The 12-item 
Impression Management Subscale (IMS) of the Balanced Inventory of Desirable 
Responding (Paulhus, 1984) shows good convergent and discriminant validity 
(Paulhus, 1991) and adequate internal reliability of (a = .74) (Li & Bagger, 2007). In 
this study the IMS showed adequate internal reliability of or = .76.
Statistical Analyses
Data were screened for out of range and missing values. Where > 5% of values for 
a subscale were missing that case’s data for the subscale was excluded. Where 
they accounted for less than 5% missing values were replaced with the sample 
mean for that item.
Assumptions of normality and linearity were tested for all major variables. Where z- 
scores for skewness or kurtosis exceeded 1.96 distributions was considered non­
normal (Fife-Shaw, 2011). Internal reliability coefficients were calculated for all 
outcome variables. All tests reported below are two-tailed unless otherwise stated. 
Assumptions of homogeneity of regression slopes were confirmed unless otherwise 
stated.
For all outcome variables internal reliability coefficients were calculated as 
acceptable where a > .75 (Field, 2005).
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Part 1 : Exploring mentalizing profiles of 3 groups
A number of potential confounds were measured in the Feelings and Faces 
questionnaire. For each dependent variable, if there was a theoretical argument for 
a potential confound having an effect, parametric tests were performed to test for a 
significant effect (p < .05) on outcome variables. If a significant relationship was 
found between a potential confound and RFQ18, RFQ-self or RFQ-other scores 
then group differences on the variable were tested for using parametric (ANOVA) or 
non-parametric (Chi-Square) tests. If a significant (p < .05) group effect was not 
found then the variable was controlled for using ANCOVA (Field, 2009).
As mean scores for self and other were on different subscales, comparing means for 
self and other within a particular group in isolation would be misleading. For 
example within group differences on scores for self and other mentalizing might 
reflect different properties of the subscales. Therefore, in order to test for differential 
proficiency in self and other mentalizing within groups by reference to a normative 
sample, all scores were standardised with reference to control group scores. Z- 
scores were calculated by subtracting the control group mean for the subscale from 
each score and dividing the result by the control group standard deviation for the 
subscale (Brock, 2011):
Z= Subscale score -  Mean control group subscale score 
SD (Control Group)
Part 2: Exploring relationships between self and other mentalizing and 
measures of allied concepts.
Pearson’s correlational analyses were used to explore the relationships between 
RFQ-self and RFQ-other scores and measures of mindfulness, Alexithymia, 
cognitive empathy and Theory of Mind.
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RESULTS
Data screening
Calculation of Z-scores for skewness and kurtosis on all outcome variables per 
group (BPD, Controls, Psychological Therapists) revealed three non-normal 
variables: PTS, RMET and BSI12 (see Appendix 14). Comparing distributions of 
RFQ-other scores for each group led to the observation that RFQ-other scores in 
the BPD group appeared bimodal. Inspection of Z-scores for extreme scores on all 
outcome measures revealed none were Z  >3.29 (Field, 2005) and therefore non 
were removed or adjusted.
Square root transformation (SORT) led to improvement on PTS, RMET and BSI12. 
For PTS(SQRT) and BSI12(SQRT) skewness remained slightly high after 
transformation (see Appendix 15). However, normality was judged sufficiently close 
to acceptability for continued parametric analysis.
Since ANOVA is based on the general linear model Z-scores for distributions of 
residuals of outcome measures were inspected across the whole sample for each 
outcome variable (see Appendix 16) using a criterion for non-normality of Z >  3.29 
for medium sample sizes (Fife-Shaw, 2011). This indicated normality in all 
distributions of residuals including transformed variables. For ANCOVAs the 
assumption of homogeneity of regression slopes was tested and this assumption 
was tenable in all cases.
Reliability coefficients for outcome variables were all acceptable except 
RMET(SQRT) (a=  .58).
Demographics
Demographic profiles for each group are shown in Appendix 3. The groups were 
well-matched for age according to ANOVA with means of 35.2 (BPD), 34.6 
(controls) and 33.4 (Psychological Therapists). The percentage of females in the 
Psychological Therapists sample (97.5%) was more than in the BPD sample
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(78.9%) and controls sample (84.8%) and this difference was significant (X2(2) 
=6.36, p=.039, Cramer’s V= .24).
The percentage of Psychological Therapists in a relationship was greater than that 
of both controls and BPD groups and Pearson’s Chi-Square revealed this to be 
significant (X2(2) = 19.21, p<  0.001, Cramer’s V= .42).
Due to small cell sizes a number of categories of ethnicity were collapsed into three: 
‘White British’, ‘any other White’ and ‘other’. Pearson’s Chi-Square test revealed no 
significant differences between groups on ethnicity.
No significant difference in verbal intelligence was found between groups.
Socio economic status
Educational attainment revealed differences between groups; particularly when 
comparing Psychological Therapists (the vast majority of whom were educated to 
doctorate level) and BPD. This group effect was significant (^(10) = 1.27, p < .001, 
Cramer’s V= .76).
In employment status, due to small cell sizes, six categories were collapsed into 
three (EMP3); ‘employed, ‘unemployed’ and ‘other’. Groups showed significant 
differences in employment status with unemployment in particular being more 
common in the BPD group (Xe(4) = 60.93, p<  .001, Cramer’s V= .52).
Group differences in occupation type were inevitable as one group was defined 
according to occupation type. Due to small numbers in some categories of 
occupation, ‘modern professional’, ‘clerical/intermediate’, ‘semi-routine/manual’ and 
‘traditional’ classifications were retained and four were collapsed into an ‘other’ 
category in a new variable OCCUP5’. Differences were found with Psychological 
Therapists as a group being characterised more by modern professional 
occupations than controls and BPD (X2(2) = 45.95, p < .001, Cramer’s 1Z= .65).
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Potential Confounds
A table showing relationships between potential confounds and all outcome 
measures is shown in Appendix 17. Age, gender, ethnicity and amount of therapy 
previously received showed no significant relationship to outcome measures. Of 
those potential confounds which were significantly related to RFQ scores, only 
Impression Management showed no significant group effect. This was related 
significantly only to RFQ-other scores.
Relationship status
No relationship was found between relationship status and RFQ18, RFQ-self or 
RFQ-other scores. However, t-tests revealed differences in scores between those in 
a relationship and those not on the PTS(SQRT) (/(105) = 3.49, p < .01), KIMS (f(99) 
= 2.21, p < .05) and TAS scores (Z(99.34) = -3.44, p < .01 ).
Socio-Economic Status
ANOVA revealed a significant relationship between years in education and RFQ18 
(F(5,104) = 7.78, p < .05), RFQ-self (F(5,104) = 14.21, p < .05), PTS(SQRT) 
(F(5,109) = 4.52, p < .05), KIMS {F(5,103) = 4.70, p < .05) and TAS (F(5,109) = 
12.48, p< .05) scores.
Measuring the relationship between employment status and outcome measures, for 
RFQ18 and RFQ-other homogeneity of variances could not be assumed. Therefore, 
the Howell test of significance was used (Field, 2005). ANOVA revealed a significant 
effect of employment status on RFQ18 (F(2,107) = 13.44, p < .001, r= .45), RFQ- 
self (F(2,107) = 18.55, p< .001, r= .51), KIMS (F(2,101) = 4.36, p = .01, r= .45), 
TAS (F(2,107) = 34.05, p < .001, r=  .80), and PTS(SQRT) (F(2,107) = 9.60, p < 
.001, r= .42) scores.
Occupation type was related to RFQ18 (F(7,100) = 3.59, p = .002, r= .50), RFQ-self 
(F(7,100) = 5.41, p < .001, r = .61), KIMS (F(7,94) = 6.43, p < .001, r=  .69), TAS 
(F(7,100) = 8.29, p < .001, r=  .76) and PTS(SQRT) (F(7,100) = 6.37, p < .001, r = 
.67) scores.
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Verbal intelligence
Significant correlations were found between verbal intelligence and PTS (r= .27, p<  
.01), KIMS (r = .32, p < .01) and TAS {r = -.24, p < .01) scores but not with RFQ 
scores.
Anxiety and depression
Across samples scores for anxiety and depression (BSI12) correlated negatively 
with scores for RFQ-self (r = 0.63, p < .001) but not with RFQ-other. BSI12 also 
correlated negatively with mindfulness (r= -.61, p<  .001) and cognitive empathy (r= 
-.51, p<  .001) and positively with Alexithymia (r=  .82, p<  .001).
Impression management
Impression management (IMS) correlated negatively with RFQ-other scores (r = - 
.23, p = .015) but not with RFQ-self scores or RFQ18 scores. IMS correlated 
positively with cognitive empathy (r= .28, p < .001).
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Part 1 : Comparing self-other mentalizing profiles in 
three groups
Table 1 on page 159 shows descriptive statistics for all outcome variables across 
groups.
Total RFQ18 scores
Comparing BPD, Controls and Psychological Therapists on RFQ18 scores, equality 
of variances could not be assumed and so in ANOVA Welch’s F statistic was used. 
For the combined model this was significant with a large effect size (F(2,107) = 
24.07, p < .001, r = .53). Planned comparisons revealed significant differences 
between BPD and both controls, (/(64.73) = -4.61, p < .001, r = .32), and 
Psychological Therapists, (f(56.41) = -6.96, p<.001, r=  .68) indicating medium and 
large effect sizes respectively. Additionally a significant difference was found 
between controls and Psychological Therapists, (f(61.40) = -2.37, p = .02, r = .29) 
with a small to medium effect size.
Controlling for confounds
Group differences were significant in employment status, occupation type and years 
of education (see Demographics, page 155). Anxiety and depression (BSI12) also 
showed a significant group effect (F(2,106) = 103.77, p < .001). Therefore, these 
factors were not controlled for.
Mentalizing self
Across three groups
Comparing BPD, Controls and Psychological Therapists on RFQ-self scores, 
ANOVA revealed a significant group effect (F(2,107) = 75.86, p < .001, r=  .77) (see 
Figure 3). Trend analysis across groups indicated a significant linear relationship 
between group and RFQ-self, (F (1,107) = 151.11, p<  .001) such that Psychological 
Therapists scored higher than controls who scored higher than BPD.
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BPD and mentalizing self (hypothesis 1)
ANOVA planned contrasts revealed significant differences between BPD and 
Controls (f(107) = -8.32, p < .001, r=  .63) and between BPD and Psychological 
Therapists (f(107) = -12.01, p<  .001, r=  .76). Hence, in support of hypothesis 1, the 
BPD group reported lower self-mentalizing capacities than both controls and 
Psychological Therapists with large effect sizes (see Figure 3).
Psychological Therapists and mentalizing self (hypothesis 2)
ANOVA planned contrasts revealed significant differences between Psychological 
Therapists and both controls (/(107) = -3.18, p = .002, r=  .29) and the BPD group 
(f(107) = -12.01, p < .001, r = .76). Hence, hypothesis 2 was supported; 
Psychological Therapists reported self-mentalizing capacities superior to controls 
and the BPD group with medium and large effect sizes respectively (see Figure 3).
Controlling for confounds
Group differences were significant in employment status, occupation type and years 
of education (see Demographics, page 155). Anxiety and depression (BSI12) also 
showed a significant group effect (F(2,106) = 103.77, p < .001) and therefore was 
not controlled for.
Comparing groups on measures allied to mentalizing self
In order to test whether measures of concepts allied to mentalizing self produced 
corresponding group differences to the RFQ-self, mindfulness and Alexithymia 
measures were subject to post-hoc one-way ANOVAs comparing groups. For both 
mindfulness and Alexithymia equality of variances could not be assumed and so in 
ANOVA Welch’s F statistic was used. In KIMS scores, for the combined model a 
medium sized group effect was significant (F(2,101) = 28.67, p < .001, r = .41). In 
TAS scores also, for the combined model the group effect was large and significant 
(F(2,107) = 103.73, p < .001, r=  .71). These group effects on both KIMS and TAS 
scores were in the same directions as those found in RFQ-self scores.
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Figure 3. Comparing means for RFQ-self between groups
D iffe ren ces  b e tw e e n  groups in K IM S  scores  w e re  c o m p ared  w ith g roup  d iffe ren ces  
in R F Q -s e lf . P lan n ed  co m parisons re v e a le d  a  sign ificant d iffe ren ce  b e tw e e n  B P D  
and  contro ls (f(6 1 .9 4 ) =  6 .2 9 6 , p  <  .0 0 1 ) and  b e tw een  B P D  and  P sycho log ical 
T h e ra p is t g roups ( f (5 1 .40 ) =  7 .3 4 7 , p  < .0 0 1  ).
C om parin g  g roup  d iffe ren ces  in T A S  scores w ith R F Q -s e lf scores  m easu ring  
A lex ithym ia  revea led  a  c lin ically s im ilar pattern  in w hich th e  B P D  g ro up  had  
significantly  h igher scores than  contro ls in p lan n ed  co m p ariso n s  (f (6 8 .2 0 ) =  -1 2 .2 4 ,  
p  <  .0 0 1 ), and  b e tw een  B P D  and  P sycho log ical T h e ra p is t g roups (Z(61.0 3 ) = 1 3 .8 7 ,
p <  .0 0 1 ).
In scores  on m indfu lness and A lex ithym ia  this superiority  of P sycho log ical 
T h erap is ts  o ver th e  o ther tw o groups, ind icated  by R F Q -s e lf scores , w as  not found .
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Mentalizing others
Across three groups
Comparing BPD, Controls and Psychological Therapists on RFQ-other scores, 
equality of variances could not be assumed and so in ANOVA Welch’s F statistic 
was used. For the combined model the group effect was significant with a small 
effect size, (F(2,107) = 3.16, p = .049, r=  .07). Trend analysis indicated a significant 
linear relationship between group and RFQ-other such that Psychological therapists 
scored higher than controls who scored higher than BPD (F(1,107) = 7.43, p = .008).
The distribution of RFQ-other scores for the BPD group appeared on inspection of 
histograms to be bimodal and between groups the variance ratio of 3.63 indicated 
inequality of variances (Field, 2005). In order to check whether these results 
remained after non-parametric analysis was performed, a Kruskal-Wallis test was 
performed. This indicated no significant group effect.
BPD and mentalizing others (hypothesis 3)
ANOVA planned comparisons revealed no significant difference in RFQ-other 
scores between BPD and controls on RFQ-other as hypothesised. A post-hoc one­
way Dunnett’s test also found no significant difference between these groups. A 
significant difference was found between BPD and Psychological Therapist groups 
only with a medium effect size (f(53.31) = -2.51, p = .015, r = .32) and hence 
hypothesis 3 was not supported; the BPD group did not score significantly lower 
than controls in mentalizing others.
Psychological Therapists and mentalizing others (hypothesis 4)
ANOVA planned comparisons revealed no significant difference between 
Psychological Therapists and controls in scores on RFQ-other, disconfirming 
hypothesis 4. A post-hoc one-way Dunnett’s test also found no significant difference.
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Controlling for confounds
Im pression  m a n a g e m e n t co rre la ted  n egative ly  with R F Q -o th e r sco res  (s e e  ab o ve ) 
and  revea led  no sign ificant g roup  d iffe ren ces . C ontrolling fo r im pression  
m a n a g e m e n t in A N C O V A  led to a  s ign ificant group e ffec t rem ain ing  w ith a  sm all 
e ffec t s ize  (F (3 ,1 0 4 ) =  4 .2 1 , p = .0 0 7 , partia l q2 = .0 6 ). P lan n ed  contrasts  re vea led  a  
sign ificant d iffe ren ce  only b e tw e e n  B P D  and  Psycho log ical T h e ra p is ts  (t(1 0 4 ) =  - 
2 .3 2 , p =  .02 , partia l q2 =  .0 5 ). H o w e v e r, assum ptions of h om og en e ity  of va ria n c e s  
in A N C O V A  w e re  not m et, and  this d iffe ren ce  w as  not found in post hoc pa ir-w ise  
com p ariso n s  with B onferroni corrections. T h e  co varia te , im pression  m a n a g e m e n t, 
w as  significantly  re la ted  to R F Q -o th e r scores  also with a  sm all e ffec t s ize  (F (1 ,1 0 4 )  
= 6 .2 2 , p =  .01 , partial q2 = .06 ).
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Figure 4. Comparing means for RFQ-other between groups
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Comparing groups on measures allied to mentalizing others
In order to test whether measures of concepts allied to mentalizing self produced 
corresponding group differences to the RFQ-other subscale, cognitive empathy and 
Theory of Mind measures were subject to post-hoc one-way ANOVAs comparing 
groups.
Comparing BPD, Controls and Psychological Therapists on PTS(SQRT) scores 
measuring cognitive empathy, ANOVA revealed a significant group effect (F(2,107) 
= 19.75, p= .000, r = .27). Planned comparisons revealed a significant difference 
between BPD and controls (f(107) = 5.06, p < .001, r=  .44), and between BPD and 
Psychological Therapist groups, (Z(107) = 5.72, p<  .001, r=  .48). Hence in cognitive 
empathy the BPD group scored significantly lower than controls and Psychological 
Therapists with medium to large effect sizes.
Comparing BPD, Controls and Psychological Therapists on RMET(SQRT) scores 
measuring Theory of Mind, the combined model revealed no group effect. ANOVA 
planned comparisons revealed a significant difference between BPD and 
Psychological Therapist groups only (f(99) = 2.36, p = .02, r = .23). No significant 
superiority of Psychological Therapists over controls was found.
Summarising group mentalizing profiles
Group mentalizing profiles for standardised RFQ-self and RFQ-other are shown in 
Figure 5 below. Z-score represent deviations from the control group mean measured 
in control group standard deviations (see page 166). T-tests were performed 
comparing these Z-scores for RFQ-self and RFQ-other in each group in order to 
measure differential impairment in reference to the control group.
BPD group profile (hypothesis 5)
For the BPD group Z-scores for RFQ-self were significantly lower than those for 
RFQ-other in a paired Mest (f(36) = -6.76, p < .001, r = .75). This indicated 
differential impairment in self and other mentalizing with a large effect size and 
disconfirmed hypothesis 5.
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Figure 5. Comparing group self-other mentalizing profiles (Z-scores)
As p reviously  s ta ted  the  distribution of R F Q -o th e r scores  in the  B P D  group  
a p p e a re d , on inspection  of h istogram s, to be b i-m od a l with high and  low  c lusters  of 
scores. In o rd er to exp lo re  this, contro ls and  P sycho log ical T h e ra p is t g roups w e re  
co m bined  and  the ir R F Q -o th e r scores  w e re  su b ject to freq u en cy  analys is  in o rd er to  
estab lish  a  cu t-o ff R F Q -o th e r score, b e lo w  w hich  lay the  low est 10 th p e rcen tile  of 
scores. T h is  R F Q -o th e r cut-o ff score  of 3 0  w as  then  used to split the  B P D  g ro up  into  
high scorers  and  low scorers . T h e  resulting tw o B P D  groups w e re  then c o m p a re d  on  
B S I1 2 , P A I-B O R , M H V , tre a tm e n t site and  IM S  using in d ep en d en t t-tests . O n ly  P A I-  
B O R  re v e a le d  a  trend  to sign ificance. H o w e v e r, co m paring  th ese  groups on  
s e p a ra te  su bsca les  of the  P A I-B O R  re vea led  a  s ign ificant d ifference  b e tw e e n  
m ean s  on th e  A ffective  Instability su bsca le  of 1 1 .1 5  and  1 3 .2 0  (f(35 ) =  -2 .2 4 , p = 
.0 3 2 , r =  .3 5 ). H ig her scores on this su bsca le  (m ax im u m  score  = 15) ind icate  a  
‘p ropensity  to a lte rn a te  rapidly b e tw een  various  n egative  a ffe c ts ’ and high em o tio n a l 
resp o ns iven ess  (M orey , 1 9 9 1 , p 4 1 ). T h e re fo re , th e  b im odality  of the  R F Q -o th e r
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distribution in this BPD group might represent two groups characterised by a 
difference specifically in affective instability, with the lower-scoring group reporting 
more affective instability.
Psychological Therapists group profile (hypotheses 6 and 7)
For Psychological Therapists Z-scores for RFQ-self were significantly higher than 
RFQ-other scores (f(39) =5.01, p < .001, r=  .64) with a large effect size; supporting 
hypothesis 6. This was in the opposite direction to that hypothesised (hypothesis 7) 
revealing self-mentalizing to be a relative strength.
Summarising group profiles
Figure 5 compares standardised means for BPD, control and Psychological 
Therapist groups. In reference to the control group, whilst BPD was characterised by 
impairment in self-mentalizing, Psychological Therapists were characterised by 
proficiency in self-mentalizing.
Part 2: Relationships between allied concepts and 
self and other-mentalizing
Measures allied to self-mentalizing
Mindfulness (hypothesis A)
Across the whole sample Pearson correlation revealed a positive relationship 
between RFQ-self scores and KIMS scores (r = 0.50, p < .01). It was noted that 
within groups the BPD group and control group both contained significant 
correlations between RFQ-self and KIMS scores (p < .05). However, these were in 
opposite directions (r=  .40 and r=  -.40 respectively). In the Psychological Therapist 
group RFQ-self scores did not correlate significantly with KIMS scores.
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Alexithymia (hypothesis B)
Across the whole sample a negative relationship was found between RFQ-self and 
TAS scores (r= - .67, p < .01). It was noted that within groups whilst the BPD group 
showed a significant negative correlation (r = -.36), p < .05) the control group 
showed an opposite relationship (r = .34), corresponding to that found in KIMS 
scores although this was not significant. Psychological Therapist scores did not 
correlate significantly. Between TAS scores and RFQ-other scores no relationship 
was found.
Measures allied to mentalizing of others 
Cognitive empathy (hypothesis C)
Across the whole sample no significant correlation was found between RFQ-other 
scores and PTS(SQRT) scores. However, between RFQ-self and PTS (SQRT) a 
significant positive relationship was found, r=  .44, p < .001). It was noted that within 
groups whilst the BPD group showed a significant positive correlation (r = .37) p < 
.05) the control group showed an opposite relationship (r = -.30) although this was 
non-significant. In Psychological Therapists the correlation was also non-significant 
(r=-.11).
Theory of Mind (hypothesis D)
Across the whole sample no significant relationship was found between 
RMET(SQRT) measuring Theory of Mind and RFQ-other or RFQ-self scores.
Summary
In summary, within the BPD group, as self-mentalizing increased, mindfulness and 
cognitive empathy increased whilst Alexithymia decreased. However, there may be 
different patterns of relationship between these capacities in BPD, controls and 
Psychological Therapists.
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DISCUSSION
The three groups studied here have been contrasted according to hypothesised 
mentalizing capacities. The aim was to explore mentalizing in these groups on two 
dimensions of self and other. In doing so it was hoped that the potential for both 
impairment and expertise in mentalizing could be demonstrated and that the 
possibility of differential proficiency in self and other mentalizing could be explored.
Part one concerned the self-other mentalizing profiles of BPD, control and 
Psychological Therapist groups. Hypothesis one was supported, with the BPD group 
scoring significantly lower than controls in self-mentalizing with a large effect size. 
The RFQ-self subscale was the only measure to discriminate between all three 
groups. Whilst mean scores for mentalizing others on the RFQ were not significantly 
different between BPD and controls (disconfirming hypothesis three), cognitive 
empathy was significantly more impaired in BPD than in the other groups. Cognitive 
empathy is a capacity argued to be allied to mentalizing of others cognitions. 
Therefore, BPD impairment in mentalizing of others may be in mentalizing 
cognitions more than emotions. Hypothesis two concerning the profiles of 
Psychological Therapists was supported; Psychological Therapists scored 
significantly higher than both control and BPD groups on self-mentalizing whilst no 
enhanced capacity was detected in this group over either of the other two groups in 
mentalization of others; disconfirming hypothesis 4. After scores were standardised 
with reference to control group scores, BPD self and other mentalizing showed 
differential impairment; self-mentalizing was more impaired than other-mentalizing 
with reference to controls; disconfirming hypothesis five. The profile of Psychological 
Therapists showed differential proficiency in a profile different to controls and BPD. 
However, this was in the opposite direction to that hypothesised. With reference to 
controls, instead of being characterised by enhanced mentalization of others, the 
Psychological Therapist profile was characterised by enhanced mentalizing of self.
Part two concerned the relationship between RFQ-self and RFQ-other subscales 
and measures of allied capacities. RFQ-self scores had a medium-strong positive 
relationship with mindfulness and correlated strongly and negatively with 
Alexithymia. RFQ-other scores did not however correlate significantly with scores on
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cognitive empathy or Theory of Mind, disconfirming hypotheses C and D. A medium 
to large correlation was found between cognitive empathy and RFQ-self.
In the BPD group a different relationship was found between RFQ-self scores and 
three capacities allied to mentalizing than that found in the other two groups. These 
capacities were mindfulness, Alexithymia and cognitive empathy. Also, in the BPD 
group the distribution of RFQ-other scores appeared to be bimodal. Post hoc tests 
indicated that the lower scoring of these participants also reported higher levels of 
affective instability than those scoring higher.
Theoretical Implications
Dimensions of mentalizing
The results found here support the hypothesis that differential impairment or 
proficiency is possible on self and other dimensions of mentalizing; suggesting that 
these capacities can vary somewhat independently. Therefore, measuring self and 
other mentalizing using different subscales may detect differences masked by a 
unidimensional measure. Here, the addition of a specific cognitive empathy measure 
perhaps highlighted a risk of conflating emotional and cognitive mentalizing 
capacities; in this case with regards to mentalizing others in BPD. This study 
appears to demonstrate that it is possible to identify groups in which proficiency in 
mentalizing might be selected for.
These findings support the multidimensional model proposed by Bateman and 
Fonagy (2004) and the modular model of metacognitive capacities proposed by 
Semerari etal. (2003). They are also consistent with neuropsychological hypotheses 
in which self and other mentalizing depend on different sets of mechanisms (e.g. 
Nichols & Stich, 2003). The BPD group profile in this study characterised by self- 
mentalizing impairment only, appears to contradict hypotheses that mentalization of 
others is dependent on the mentalizing of self (e.g. Goldman, 2006). However, this 
was perhaps indicated only for mentalizing of emotions since the mentalizing of 
cognitions in each group here appeared to be either impaired or proficient on both 
self and other dimensions.
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As discussed earlier, one possible explanation for differential impairment or 
proficiency on self and other mentalizing is that higher order cognitive processes 
responsible for the differentiation or the directing of attentional resources during 
complex mentalizing tasks impact on one function more than the other (see page 
116). However, it is important to differentiate between the developmental processes, 
that might facilitate mentalization of self and others as a capacity, from higher order 
processes that might later inhibit or favour one more than the other. As described 
earlier mentalization theory appears to refer to both passive developmental deficits 
in capacity and active unconscious defensive operations (included also in the three 
component model proposed by Bouchard et al. (2008).
Group profiles for mentalizing self and others
Contrasting mentalizing profiles were found here in the BPD and Psychological 
Therapist groups. Within each profile self and other mentalizing capacities appeared 
to differ with reference to the control profile, whilst these differences within groups, 
when compared between groups, were in opposite directions.
BPD and mentalizing
The results found here suggest that BPD is characterised by impairment in self- 
mentalizing in particular as measured by the RFQ-self subscale. Impairment with 
regard to others' emotions was not found using the RFQ18, whilst impairment with 
regard to others' cognitions was detected by a measure of cognitive empathy.
Regarding the BPD group, conclusions drawn from scores on the RFQ-other should 
perhaps be more tentative than those for RFQ-self. The distribution of RFQ-other 
scores in this group appeared bimodal -  perhaps containing two groups 
characterised by different capacities in mentalizing others. Post-hoc analyses 
suggested these groups might differ with regards to affective instability, with the 
lower scoring group showing marked emotional instability compared with the higher 
scoring group (Morey, 1991). Another possibility is that this lower scoring group 
represent those with particular co-morbid personality disorders other than BPD. This 
would not be surprising since one of the BPD services taking part has recorded a 
mean of 2.8 personality disorder diagnoses in accepted patients (Fonagy & 
Bateman, 2010). The resulting mean for the BPD group on RFQ-other scores would
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be higher if this lower scoring group were removed. This leads to the possibility that 
there was a group of BPD participants who had a mean capacity for mentalizing 
others which was enhanced.
A further measure of mentalizing others administered here, as argued, was a 
measure of cognitive empathy. This revealed significantly lower scores in BPD 
compared with either of the other groups with a medium to large effect size. This 
suggests impairment in BPD with regard to mentalizing others’ cognitions 
specifically. The discrepancy between this result and that found in RFQ-other scores 
might be due to the conflation of emotional and cognitive mentalizing of others in 
RFQ-other subscale scores. It remains possible that the BPD group were 
characterised by impairment with regard to mentalizing others’ cognitions but not 
with regard to their emotions. Harari et al. (2010) recently reported evidence in 
support of this; administering the PTS and other measures of cognitive empathy in 
addition to measures of emotional empathy to BPD and non-clinical control groups. 
They found that the BPD group was characterised by impaired cognitive empathy 
but not emotional empathy. Furthermore, the BPD group capacities for affective 
empathy were found to be slightly enhanced. Harari et al. (2010) suggest that BPD 
is characterised by impaired cognitive empathy and ‘hyper-emotional empathy’. 
Furthermore, impaired cognitive empathy was related to measures of affective and 
psychotic symptomology; possibly reflecting an association suggested here in the 
bimodal distribution of RFQ-other scores.
In attempting to explain the evidence for enhanced emotional empathy in BPD 
Harari et al. (2010) refer to the simulation hypothesis (see page 117) and suggest 
that this capacity may be more enhanced -  leading to a ‘contagion effect’. 
Confronted with the emotions of others, those with BPD might more easily than 
others experience what the other is experiencing. Harari et al. (2010) hypothesise 
that higher order cognitive processes responsible for the regulation of this contagion 
effect are impaired in BPD. This might in turn be related to the executive functions 
with regards to the direction of cognitive resources and attention discussed 
previously (see page 116).
A further possible explanation for enhanced emotional empathy in BPD concerns 
the potential phobic or defensive avoidance of emotion in the self in BPD (Allen, et 
al., 2008) in response to early experiences described earlier (see page 122). It is
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possible that active emotional empathy develops as an unconscious strategy for 
avoidance of self-affects, along-side other documented strategies including 
somatisation, self-harm or other ‘acting out' strategies (Norton & Dolan, 1995). 
Whilst somatisation and self-harm achieve avoidance through a ‘not felt emotion’ 
route, emotional empathy might achieve this through a ‘not my felt emotion’ route, 
whilst also allowing emotion to be experienced vicariously.
In practice both a ‘not felt emotion’ and a ‘not my felt emotion’ strategy might result 
in interpersonal consequences. However, it might be that they demand the ‘playing’ 
of very different roles in others. Self harm, somatisation and ‘acting out’ often 
identify the self in a victim role, whilst emotional empathy might tend to identify 
others in a victim role. These contrasting relationships could be expected to lead to 
a ‘pattern of idealisation and denigration’ described in BPD (see Appendix 2); both 
strategies being explained by a single unconscious fear. The resulting complexity is 
increased if the unconscious fear is of fear itself (e.g. anxiety triggered by changes 
in attachment relationships). In group MBT in particular there is an emphasis on the 
use of others’ minds (therapist’s or patient’s) to reduce emotional arousal to within 
an optimal range (Fonagy & Bateman, 2010).
Returning to Bateman and Fonagys’ (2004) developmental theory of mentalizing, a 
number of factors in the early care giving environment might explain the results 
found here in BPD. A potential challenge to the theory posed by these results is the 
apparent existence of intact capacity to mentalize the emotions of others. If 
mentalizing impairments are the result of adverse aspects of early attachments it is 
difficult to explain how one dimension could develop normally. One explanation 
would be that measures used fail to discriminate between full mentalizing and 
psychic-equivalent or pretend modes of operating.
A developmental explanation for a self-other profile characterised by genuine 
enhanced mentalizing of others might involve unpredictable emotions in the primary 
care-giver which varied greatly and impacted on the child. The pre-occupied, 
anxious and enhanced mentalizing of the emotions of the other might develop as a 
strategy if the environment were not so traumatic as to switch-off mentalizing 
neurologically (see page 122). Alternatively, and perhaps more in line with Linehan’s 
(1993) theory of BPD, behaviours on the part of caregivers might simply be targeted 
at ‘invalidating’ self-states; inhibiting a capacity rather than failing to nurture it. This
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latter process appears to be described by Linehan (1993) as a later one than some 
of those described by Bateman and Fonagy (2004), involving language.
Psychological Therapists and mentalizing
In the case of Psychological Therapists, a profile of mentalizing capacity appeared 
to be characterised not by enhanced other-mentalizing, as hypothesised, but by 
enhanced self-mentalizing alone. Hence motivation, selection, performance, stress- 
tolerance and occupation-specific rewards may combine to select a population 
characterised by high mentalizing capacity with regards to self. This appears to 
support arguments that the activity of psychotherapy is aided by enhanced 
tolerance, monitoring and attentional orientation toward emotions experienced in the 
self (Etringer, et ai, 1995; Greason & Cashwell, 2009; Larson & Daniels, 1998). 
Arguments suggesting that this vocational group are characterised by impaired 
mentalizing were not supported.
If Psychological Therapists as a group are characterised by enhanced self- 
mentalizing it might be expected that factors that favoured self-mentalizing in 
particular were added to favourable early attachment conditions. For example, the 
Mother-infant relationship might be characterised by stability of affect and love. This 
might to a degree obviate the need to actively mentalize Mother as ‘other’ (see page 
122) (Bartels & Zeki, 2004). However, in the context of threats from elsewhere, this 
kind of primary stability might demand the mentalizing of self as the child strives to 
self-regulate in an emotionally demanding environment. This might correspond to 
evidence provided by Elliott and Guy (1993) that proficiency in mentalizing in mental 
health professionals may be a consequence of childhood adversity rather than 
despite it. The evidence concerning a high prevalence of parentifying experiences in 
Psychological Therapists, hypothesised in this study to lead to enhanced or 
preoccupied empathising, might also arguably lead to enhanced self-mentalizing 
capacity. This might result from an early demand for heightened self-regulation. 
However, taking into account Bateman and Fonagys’ (2004) theory, a prerequisite 
for such experiences to nurture self-mentalizing might be the pre-existence of some 
capacity; hence the age of onset of such adversity might be important.
The hypothesised enhanced ability in Psychological Therapists to mentalize others 
was not found using the RFQ-other subscale or two other tests of capacity
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to mentalize others including a test of cognitive empathy. Conclusions by Hall et al. 
(2000) that applied psychologists are defined as a group by their empathie 
capacities did not appear to be supported. The findings of Hall et al. (2000) were 
however specific to emotional empathy. It is possible that in scores on RFQ-other 
cognitive and affective mentalizing capacities were conflated, resulting in a failure to 
detect a difference between groups on one dimension. Hence, the possibility of 
enhanced mentalizing specifically of others’ emotions in the Psychological Therapist 
sample here, reported by Hall et al. (2000) and others, remains unclear.
With regard to the mentalizing capacities of Psychological therapists Harari et al. 
(2010) highlight the capacity to inhibit or regulate the ‘contagion’ effect of others’ 
emotions on the self. Hall et al. (2000) used three subscales of the Interpersonal 
Reactivity Index (Davis, 1980); the PTS, the Empathie Concern subscale and the 
Personal Distress subscale. Of these, the Personal Distress subscale showed the 
largest effect size in discriminating psychologists orientated towards therapy from 
those orientated towards testing and research. They concluded that
Those psychologists who are particularly prone to 
imagining others’ perspectives, who typically adopt a 
compassionate stance towards others, and whose own 
distress when confronted by needy others is relatively 
minimal, are more likely to be found in areas of applied 
psychology.’ (Hall etal., 2000, p51)
The possibility arises that the capacity for mentalizing of others in those attracted to 
Psychological Therapy is characterised by the opposite of what Harari et al. (2010) 
describe in BPD. Psychological Therapists’ enhanced mentalizing capacities may be 
defined by the ability to inhibit the impact of others’ emotions on the self. 
Furthermore, Hall et al. (2000) found that low scores on the Personal Distress 
subscale in Psychologists orientated towards therapy were related positively to self- 
reported job satisfaction and effectiveness. Therefore, whilst those found in this 
particular ‘caring’ profession are often described as more empathie than others, it 
may be that in specific dimensions of this capacity they are in some ways (vitally) 
less so. The value of this capacity to the Psychological Therapist role might be 
retention of the capacity to reflect in the face of strong emotion in others in addition
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to self. It is specifically this capacity’s absence that is thought to result in the 
difficulties associated with BPD.
Relationships between self and other-mentalizing and allied 
concepts.
Mindfulness and Alexithymia
This study found strong correlations between mentalization of self and both 
mindfulness and Alexithymia supporting hypotheses. The larger correlation size in 
Alexithymia may correspond to a more narrowly defined construct closely related to 
mentalization of self. However, measuring the relationship within groups indicated 
an interaction effect. For the BPD group an increase in mentalization of self was 
associated with improvement in both mindfulness and Alexithymia, whilst in controls 
an increase in mentalization of self was associated with a worsening of both, 
although this latter effect was statistically significant only for mindfulness. RFQ-self 
may be measuring processes which are more distinct from these two constructs 
than previously argued. One difference between these groups is that they 
represented significantly different ranges of self-mentalizing capacity. One possible 
explanation would be that different patterns of self-report are found within different 
ranges of mentalizing ability. Hence above a particular threshold of self-mentalizing 
capacity participants might judge their capacities more harshly or by different 
criteria. However, this argument assumes the RFQ itself to be sufficiently immune to 
such effects and the other measures not. Within the limits of this study it is not 
possible to infer more about this non-linear relationship.
Cognitive empathy and Theory of Mind
Across the whole sample no relationship was found between mentalization of others 
and either cognitive empathy or Theory of Mind. In the case of Theory of Mind the 
hypothesis that no relationship would be found was based on the idea that the 
RMET measured the capacity to make inferences based on external features rather 
than on an internal mentalizing polarity measured by the RFQ (Perkins, 2009). It is 
this externally-orientated capacity, argue Bateman and Fonagy (2004), that has led 
to concepts such as ‘borderline empathy’ (Frank & Hoffman, 1986). Whilst the
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results appear to support this hypothesis the internal reliability for this measure 
appeared to be low. Recent questions about the validity of this measure also 
suggest caution in interpreting this result (Johnston, etal., 2008).
The relationships between mentalizing and allied concepts appeared more complex 
than hypothesised when exploring these separately within groups. Within the BPD 
group in particular, the relationships between self-mentalizing and mindfulness, 
Alexithymia and cognitive empathy were in clinically positive directions. However, 
different patterns were found in controls and Psychological Therapists. With regard 
to cognitive empathy, it is possible that impaired capacity to mentalize self could, 
within a specific range, be associated with increased propensity to operate in 
psychic equivalence mode (see page 120) leading to reduced ability to accurately 
take the (cognitive) perspective of others. For example unmentalized feelings of 
shame could lead to the perception of judgmental thoughts in others where these 
did not exist. As capacity improved it might be expected that cognitive empathy 
would also improve. The different pattern in the non-clinical groups in these 
relationships was surprising. Mindfulness in particular is not a construct developed 
in clinical contexts that might be less generalizable to non-clinical populations.
Methodological limitations
Measures
The stimuli used in this study were outside of attachment relationships; the key 
context of mentalizing deficits (Bateman & Fonagy, 2004). It is also possible that 
Mentalizing ability varies differently within individuals according to the type of 
emotion being mentalized. Fertuck et al. (2009) found that performance on the 
Reading the Mind in The Eyes Test varied according to whether emotions where 
positive, negative or neutral.
One limitation of the RFQ18 is that self-report scores will reflect both a person’s 
mentalizing capacity and also to a degree their ability to judge their mentalizing 
capacity. In some cases it is the accuracy of judgment that is being measured (e.g. 
Q7: ‘I know exactly what my close friends are thinking'), so that over-certainty or 
over-uncertainty about mental states is captured. In other cases the judgment is 
being used to measure the construct (e.g. Q45: ‘I pay attention to my feelings’). As
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suggested previously it may be that across different levels of mentalizing capacity, 
judgement accuracy on these latter types of item is not constant.
In the use of mid-scoring questions (e.g. 07 above) it was hoped that socially 
desirable responding by respondents would be reduced since it was less obvious 
that a mid-way response would achieve the highest score. However, this might also 
introduce another effect in which poorly motivated responders choose mid-scores 
intending to save time without ‘rocking the (results) boat’.
In attempting to measure impaired capacities, in a group characterised by feelings of 
shame and poor emotional self-regulation, the use of a questionnaire that took 
approximately 45 minutes to complete was a methodological weakness. This may 
have impacted not only on the response rate of BPD participants but also on the 
profile of those who did complete the questionnaire. These respondents might have 
been lower in severity of BPD pathology than might have been achieved with a 
shorter questionnaire or specifically more empathie than those who refused or failed 
to complete a questionnaire; taking the perspective of those needing it completed.
Finally, the results found here in RFQ-other subscale must be interpreted cautiously. 
The lack of any correlation between RFQ-other and cognitive empathy was 
surprising. Whilst RFQ-other scores indicated no difference between groups in 
mentalizing others, the cognitive empathy measure indicated that, in the mentalizing 
of others’ thoughts, a significant difference was present. One explanation for this 
might be that the RFQ-other is measuring something distinct from the cognitive 
mentalizing of others. However most RFQ-other items appear to refer to thoughts 
(e.g. ‘people’s thoughts are a mystery to me’; see Appendix 6). Furthermore, in BPD 
group RFQ-other scores, two subgroups potentially confounded the resulting means 
and distributions. In the light of the apparently acceptable internal reliability of the 
RFQ-other subscale, it is also possible that items are too similar; effectively 
rephrasing the same idea and resulting in ‘bloated specifics’ (Cattell, 1978). To date 
discriminant and convergent validation of the RFQ18 has been measured only for 
the RFQ18 as a whole. This study shows that whilst the RFQ18 does indeed 
correlate with cognitive empathy it is the RFQ-self subscale that is responsible for 
this.
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Sampling and design
The nature of the Feelings and Faces questionnaire pack may have influenced the 
profile of controls that chose to take part. Those in cafes attracted to the displayed 
packs and then willing to complete a long questionnaire might have been more 
psychologically minded than those who did not; leading potentially to a control group 
more similar to the Psychological Therapist group than intended. It was also 
surprising that no significant difference in verbal intelligence was found between 
groups since nearly all Psychological Therapists were educated to doctorate level.
A strength of this study might be its timing in relation to Psychological Therapists 
and mentalizing. Whilst some were excluded due to interest in mentalization few had 
studied the concept and this may have led to more candid responses than might be 
obtained in the future if the model increases in popularity. However, nearly all the 
respondents in The Psychological Therapist group here were trainee or qualified 
Clinical Psychologists and so the generalisability to other groups referred to 
including psychotherapists and psychoanalysts may be limited due to variations in 
the selecting factors that may act on these different professional groups.
Applications and contributions
This study aimed to test aspects of mentalization theory which underpins a 
treatment model for BPD. It is hoped that the support found for a multi-dimensional 
model of mentalizing including self-other and affective-cognitive polarities may 
contribute to treatment effectiveness.
The management of emotional arousal is vital in both the problems experienced by 
people with BPD and the conduct of psychotherapy. Awareness of the relationship 
of mentalizing impairments to such emotional dysregulation may help to develop 
ways in which to think about psychotherapy for BPD within all models -  including the 
potential relationships between emotional arousal and both the mentalizing of 
others’ emotions and intolerance of self-affects. The potentially confusing 
presentation of BPD patients with apparently contradicting impairments and 
proficiencies may also begin to be understood new ways.
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The assessment of patients in terms of multidimensional mentalizing profiles, 
according to mentalization theory, should facilitate more targeted and effective 
clinical interventions, especially in MBT-informed services, than would otherwise be 
possible. It is hoped that the development of the RFQ will lead to a robust tool with 
which to do this. Potential areas for development suggested are cognitive-affective 
differentiation in its self and other subscales and investigation of a potential ‘bloated 
specifics’ effect on the other subscale.
The clinical group explored in this study is a pertinent one in the UK at a time when 
BPD treatment services are being established and piloted and protocols developed 
for assessment and outcome measurement. The findings here suggest that 
multidimensional mentalizing capacity profiles can be measured. If particular clinical 
sub-groups can be explored in terms of such a multi-dimensional profile of 
mentalizing this may carry implications for clustering of patients for more effective 
targeting treatment. For individual patients the development of an agreed profile of 
mentalizing capacity might be developed with patients using both clinical material 
and the RFQ.
This study has also shown that using clinical and professional selecting mechanisms 
participant groups can be recruited with particular hypothesised profiles of 
mentalizing capacity. This approach may be used again to further explore different 
types of mentalizing profile and the clinical implications they carry. This study also 
offers considerations regarding confounds that may need to be controlled for 
including co-morbid PD diagnoses and affective instability.
Future research
Further groups hypothesised to have mentalizing profiles characterised by 
differential proficiency could be explored in future studies. These might include 
professions requiring a marked demand or lack of demand for mentalizing others’ 
thoughts or emotions such as mechanical or electrical engineering students, 
psychiatric nurses, psychiatrists, nursery nurses and primary school teachers.
In order to further explore potentially non-linear relationships between RFQ-other 
scores and measures of mindfulness, Alexithymia, cognitive empathy and affective 
instability, a future study using regressional analyses might be conducted. Measures
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of emotional empathy and personal distress could also be used to test whether the 
RFQ-other scale conflates these dimensions. An experimental design could also 
attempt to test the relationship between self-reported mentalizing capacities and 
those measured objectively.
Summary and conclusions
This study aimed to measure self-other mentalizing profiles in three groups which 
were hypothesised to differ from each other in terms of such profiles. BPD, 
associated with a high prevalence of childhood adversity, was characterised by 
impaired self-mentalizing and impaired cognitive-other mentalizing. Psychological 
Therapists, described in the literature variously as possessing expertise or for some, 
impairment in mentalizing, were characterised not by enhanced empathie capacity 
but by enhanced self-mentalizing. In addition to the ability to attend to and tolerate 
self states, it may be that a vital capacity in Psychological Therapists is the ability to 
inhibit or regulate the impact of the emotional states of others on their own affective 
experience.
It is suspected that both proficiencies and impairments in mentalizing are a 
consequence of an interaction between factors inhibiting the development of 
capacities (which might act differentially on self and other) and higher order dynamic 
factors acting to inhibit or facilitate mentalizing. In BPD, a preference for 'your mind’ 
rather than ‘mine’ may indeed be an active, though unconscious, strategy in the 
context of intolerance of self-states.
The multidimensional approach to measuring mentalizing in groups described as 
'poor' and 'expert' mentalizers here suggests that these descriptive adjectives may 
suffer from the conflating of dimensions which vary somewhat independently. Whilst 
the study of Psychological Therapists has confirmed the possibility of proficiency in 
mentalizing, the study of a BPD group has perhaps suggested the risk of conflating 
affective and cognitive dimensions in a single measure. The study of non-clinical 
controls has provided a base line with which to compare the profiles of two 
contrasted groups rarely studied side by side.
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Appendix 1 : Literature search terms
SOURCES SEARCHED
ROOT TITLE TERMS:
Mentaliz*
OR
Reflective Function 
OR
Affect representation
SOURCE DATABASE/JOURNAL + COMBINED WITH TITLE TERMS:
BRITISH
LIBRARY
UNIVERSITY 
OF SURREY 
LIBRARY
EBSCO:
INTEGRATED
CATALOGUE
DOCTORAL
THESES
Psych info 
Psych articles 
Medline
Attachment Self Other Dimensions
Theory Construct Concept
Borderline
personality
Measur* Expert Occupation
Distribution
(Title+AII
text)
Empathy Mindful* Affect
elaboration
Alexithymia
Theory of 
Mind Metacognition
Emotional
intelligence
Affect
conscious­
ness
Development Aetiology Attachment Parent*
Neuro* Brain Psychotherap* Psychologist
Counsel*
196
Appendix 2: DSM-IV criteria for borderline 
personality disorder
‘A pervasive pattern of instability of interpersonal relationships, self-image, and
affects, and marked impulsivity beginning by early adulthood and present in a
variety of contexts, as indicated by five (or more) of the following:
10. frantic efforts to avoid real; or imagined abandonment. Note: Do not include 
suicidal or self-mutilating behaviour covered in Criterion 5.
11. a pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation
12. identity disturbance: markedly and persistently unstable self-image or sense of 
self
13. impulsivity in at least two areas which are potentially self-damaging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating). Note: Do not 
include suicidal or self-mutilating behaviour covered in Criterion 5.
14. recurrent suicidal behaviour, gestures or threats, or self-mutilating behaviour
15. affective instability due to marked reactivity in mood (e.g. intense episodic 
dysphoria, irritability, or anxiety usually lasting a few hours and only rarely 
lasting more than a few days)
16. chronic feelings of emptiness
17. inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays 
of temper, constant anger, recurrent physical fights)
18. transient, stress-related paranoid ideation or severe dissociative symptoms’
(American Psychiatric Association, 1994, p710)
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Appendix 5: Ethical approval
NHS
National Research Ethics Service
03 November 2010
Dear Dr Perkins
Study tide:
REC reference: 
Protocol number: 
Amendment number: 
Amendment date:
Development and validation of a new self-report measure of 
mentalisation: the 54-item Reflective Function Questionnaire 
IQ/HI 102f60 
N/A
11.1G.10 Amendment 1 
11 October 2010
The above amendment reviewed on 2T October 2010 {by the Sub-Committee in 
correspondence}.
Ethical opinion
The members of the Committee taking part in the review gave a favourable ethical opinion 
of the amendment on the baste described in the notice of amendment form and supporting 
documentation.
Approved documente
The documents reviewed and approved at the meeting were:
Document . •>* • Version Date
Supped Numbers 1.0 16 August 2010
Invitation Letter 2.0 11 October 2010
Recruitment Faster 2.0 11 November 2010
Questionnaire: Feelings and Faces Questionnaire Pack 2.0 11 October 2010
Partie pant Consent Form 2.0 11 October 2010
Participant Information Sheet :2.Q 110ctober 2010
Notice of Substantial Amendment {non-CTÎMPs) 11 October 2010
Covering Letter 11 October 2010
Membership of the Committee
The members of the Committee v/ho took part in the review are listed on the attached 
sheet,
R&D approval
All investigators and research collaborators in the NHS should notify the R&D office for the 
relevant NHS care organisation of this amendment and check whether It affects R&D 
approval of the research.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
________   Please quote this number on all correspondence
Yours sincerely
E n c lo s u re s : L is t  of names a n d  p ro fe s s io n s  of members w h o  to o k  p s t t  in  tbe
r e v ie w
C o p y  to : P c to r  F o n a g y , U n iv e rs ity  C o lio g o  L o n d o n
Attendance at Sub-Committee of the REC meeting on 27 October 2010
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Appendix 6: Reflective Function Questionnaire
Annotated to identify RFQ18 ^R FQ 18
self and other subscale items
\  items
Please work through the next 54 statements. Choose the one response that you Seel 
describes you most clearly. Choose any number between t  and 7 to say how much you 
disagree or agree with the statem ent Strongly disagree is 1. Strongly agree is T. Neither 
agree nor disagree is 4.
Do not think too much about it -  your initial responses are usually the best. Thank you.
DISAGREE AGREE
1. People's thoughts are a mystery to me. 1 2 3 4 5 6 7 ' x  Other
2. it's easy for me to figure out what someone 
else is thinking or feeling. t 2 3 4 .5 6 7 ' x  Other
3. My picture of my parents changes as 1 change. 1 2 3 4 5 G 7
4 . 1 worry a great deal about what people are 
thinking and feeling.
1 2 3 4 5 G 7
5.1 pay attention to the impact of my actions on 
others’ feelings. i 2 3 4 S G 7
6. It takes me a long time to understand other 
people's thoughts and feelings.
1 2 3 5 G 7 .x  Other
7.1 know exactly what my close friends are 
thinking. i 2 3 4 5 G 7 ■x  Other
8.1 always know what 1 feel. î 2 3 4 5 G 7 x  Self
9. How 1 feel can easily affect how 1 understand 
someone else’s behaviour. i 2 3 4 5 6 7
10.1 can tell how someone is feeling by looking at 
their eyes. i 2 3 4 5 G 7
11.1 realise that 1 can sometimes misunderstand 
my best friends’ reactions. 1 2 3 4 5 G 7
12.1 often get confused about what 1 am feeling. ' 1 2 * e G 7 C Self
13.1 wonder what my dreams mean. i 2 3 4 5 G 7
14. Understanding what’s on someone else’s 
mind is never difficult for me. i 2 3 4 s G 7 'X  Other
15.1 believe that my parents’ behaviour towards 
me should not be explained by how they were 
brought up.
i 2 3 4 5 G 7
16.1 don’t always know why 1 do what 1 do. i 2 3 4 5 6 7 C Self
1 7 .1 have noticed that people often give advice to 
others that they actually wish to follow 
themselves.
i 2 3 4 5 G 7
18. It’s really hard for me to figure out what goes 
on in other people’s heads. i 2 3 4 5 G 7 x  Other
Paga 1 Of 3 RFQ543UM0
204
RFQ54
DISAGREE AGREE
19. Other people tell me I'm a good listener 1 3 4 6 G 7
20. When 1 get angiy 1 say things without really 
Knowing why i am saying them. 1 2 3 4 5 6 7 <^  Self
21. I’m often curious about the meaning behind 
others’ actions. 1 2 3 4 5 6 7
22.1 really struggle to make sense of other 
people's feelings. 1 2 3 4 S G 7
2 3 .1 often have to force people to do what 1 want 
them to do. 1 2 3 4 s S 7
24. Those close to me often seem to find it difficult 
to understand why 1 do things. 1 2 3 4 5 G 7
25.1 feel that, if 1 am not careful, 1 could intrude 
into another person’s life. 1 2 3 4 5 G 7
26. Other people’s thoughts and feelings are 
confusing to me.
1 2 4 5 G 7 <v Other
27.1 can mostly predict what someone else will 
do. 1 2 S 4 S G 7
28. Strong feelings often cloud my thinking. 1 2 3 4 5 G 7 <n  Self
29. In order to know exactly how someone is 
feeling, 1 have found that 1 need to ask them. 1 2 3 4
5 G 7
30. My intuition about a person is hardly ever 
wrong. 1 2 3 4 S s 7
31.1 believe that people can see a situation very 
differently based on their own beliefs and 
experiences.
1 2 3 4 5 G 7
32. Sometimes 1 find myself saying things and 1 
have no idea why 1 said them. 1 2 3 4 5 s 7
33.1 like to think about the reasons behind my 
actions. 1 2 3 4. S G 7
34.1 normally have a good idea of what is on 
other people's minds. 1 2 3 4 S G 7
35.1 trust my feelings. 1 2 3 4 5 G 7 < x Self
36. When 1 get angry 1 say things that 1 later 
regret. 1 2 3 4 5 G 7
3 7 .1 get confused when people talk about their 
feelings. 1 2 3 4 5 G 7
38. lam a  good mind reader. 1 2 3 4 5 G 7 < x Other
39.1 frequently feel that my mind is empty. 1 2 3 4 5 G 7
Paga 2 Of 3 RFQ54 31.10.1 D
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RFQ54
DISAGREE AGREE
40. If I feel insecure I can behave in ways that put 
others’ backs up. 1 2 3 4 5 6 7 <
41.1 find it difficult to see other people’s points of 
view. 1 2 3 4 5 « 7
42.1 usually know exactly what other people are 
thinking. 1 2 3 4 5 e 7
4 3 .1 anticipate that my feelings might change 
even about something 1 feel strongly about. 1 2 3 4 5 6 7
44. Sometimes 1 do things without really knowing 
why. i 2 3 4 s 6 7
45. i pay attention to my feelings. 1 2 I 4 5 6 7 <
46. In an argument* 1 keep the other person's 
point of view in mind. 1 2 S 4 S « 7 <
47. My gut feeling about what someone else is 
thinking is usually very accurate. 1 2 3 4 5 6 7
48. Understanding the reasons for people's 
actions helps me to forgive them. 1 2 5 4 5 6 7
4 9 .1 believe that there is no RIGHT way of seeing 
any situation. 1 2 3 4 5 6 7
50.1 am better guided by reason than by my gut. 1 2 3 4 5 6 7
51.1 can’t remember much about when 1 was a 
child. 1 2 3 4 S 6 7
52.1 believe there’s no point trying to guess 
what's on someone else’s mind. 1 2 4 5 6 7
53. For me actions speak louder than words. 1 2 3 4 5 6 7
54.1 believe other people are too confusing to 
bother figuring out. 1 2 3 4 5 6 7
v  Self
Self
Self
Paga 3 of 3 RFQ54 31.10.10
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Appendix 7: Participants information sheet
UNIVERSITY OF
SURREY
Clnfcai Psychology Programme 
Department of Psychology 
Unisrers% of Surrey 
Guidford, Surrey 
GU2 7XH 
Tel: 014S3 689441
Participant Information Sheet
‘Feelings & Faces’
Dear Participant,
You are being invited to take part in a research study. Your decision to take part In this 
study is entirely votuntaiy and you are under no obligation to do so and your care will not 
be affected in any way. Before you decide whether or not to take part In this study it is 
important for you to understand why the research is being done and what it will involve. 
Please take time to read the following information carefully and discuss it with others if you 
wish. If there is anything that is not clear, or if you would like more information please ask 
your clinician. After you have read through the information take some time to decide 
whether or not you still wish to take part.
What is the purpose of the research study?
We are looking at the reasons why some people have difficulties with impulsive behaviours 
and what their feelings are around things like food, relationships, or money. However, 
some people have none of these problems, or they are very controlled in their behaviour. 
This study aims to look at how people pick up on what others are thinking and feeling, as 
well as how people think about their own thoughts and feelings. Greater knowledge in this 
area will help in designing better psychological therapies for people who have impulsive 
behaviours or strong feelings they find it difficult to deal with.
Why have 1 been chosen to take part in this study?
All sorts of people will be taking part in this study. We want to include a range of different 
people so we can see how things like interpreting other's facial expressions differ among 
people.
Who is organising the study?
I am Alesia Perkins, a clinical psychologist. This study forms part of a research study at 
University College London. We are also working with researchers at the University of 
Surrey.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people, called a Research 
Ethics Committee to protect your safety, rights, wellbeing and dignity. This study has been 
reviewed and given favourable opinion by the London & South East Coast Research 
Ethics Committee.
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What will happen to me if I take part?
If you would like to take part, you will be given a questionnaire to fill out. The questionnaire 
asks a series of questions mainly directed at feelings about yourself and other people. The 
questionnaire will take about 45 minutes. When you have finished please leave it in the 
labelled box in the course admin office or post it back directly to the researchers in the 
Freepost envelope provided.
What are the possible risks and benefits of taking part?
While it is unlikely, it is possible that you might become a little tired from doing the 
questionnaire. You may experience some upset feelings from answering the questions. If 
you are interested, your name can be entered into a prize draw. Several £15 vouchers are 
available for winners, if you want to participate in the prize draw please fill out the consent 
form with your name and address. The knowledge gained from this study may help 
improve the treatment of people with strong emotions, impulsiveness and problems with 
eating.
Confidentiality
All documents relating to the study will be kept in a locked filing cabinet and only the 
researchers directly involved in the study will have access to them. No-one outside the 
study will have knowledge of your name. Your answers on the questionnaire itself will not 
be linked directly to your name. The completed consent form and questionnaires will be 
kept separately. Data will be stored electronically with a number, not personal names 
identifying people’s answers. Your GP will not be informed of your participation in this 
study.
What will happen to the results of this study?
I intend publishing the results of this study for scientific purposes. Your identity will not be 
revealed in any publications.
Who do I speak to if I decide to withdraw from the study or if I want more 
information?
You are free to decline to enter or to withdraw from the research at any time without 
having to give a reason. If you have any questions about the study, please contact Alesia 
Perkins at University College London on 0207 679 1943 or Simon Rogoff at the University 
of Surrey on 01483 689441.
If you have concerns about disordered eating, impulsive behaviours or thoughts of hurting 
yourself, please contact your GP or your keyworker/clinician on your team. More general 
information about participating in research can be obtained from INVOLVE (promoting 
public involvement in NHS, public health and social care research) www.invo.org.uk, 
02380 651 088. Alternatively, you can contact your local Patient Advisory Liaison Service 
(the number is available through NHS Direct 0845 46 47) who can also help if you want to 
make a complaint about this research.
To take part, please complete the questionnaire. If you would like to be entered in the prize 
draw il l in a consent form as well. Put your consent form and questionnaire in the 
envelope provided. Place it in labelled box in the course admin office or post it back in the 
Freepost envelope provided. Please keep this information sheet for future reference.
Many thanks, Dr. Alesia Perkins
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Appendix 8: Feelings and Faces questionnaire
Questionnaire
pack page Measure
number
1 -2 Demographics and monitoring
3-5 Reflective Function Questionnaire (RFQ54)
5 SCOFF *
6 Perspective Taking Subscale of the Interpersonal
Reactivity Index (RTS)
6-7 Kentucky Inventory of Mindfulness Skills (KIMS)
7 Sheehan Disability Scale *
8 Toronto Alexithymia Scale (TAS)
9 Brief Symptom Inventory (BSI-53)
10 Personality Assessment Inventory (PAI-BOR )
11-12 Mill Hill Vocabulary Scale (MHV)
13-18 Reading the Mind in the Eyes Test (RMET)
19 Impression Management Subscale (IMS) of the
Social Desirability Scale 
19 Mentalization specialist interest screening question.
* Not used in this study
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Admis only: ID______Feelings and faces study | pre during post
Thank you very much for agreeing to fill in this questionnaire. This is about some of your own 
thoughts and feelings as an individuaL H is for researchers at the University of Surrey and 
University College London. It requires only the marking of a series of statements -  no free writing 
- and should take about 45 minutes to complete. Your answers will be anonymous and stored 
entirely confidentially. There is no need to give your name, however the following details are 
important. We will not use them to contact you again or pass them on to anybody else,
1). Today s date__________  2), Your gender 1. Male 2, Female 3]L Your age in years:____
4). Are you in a long-term relationship? e.g. mam9d''cohabiting1n a dvil partnership 1. YES 2. NO
5), To which o f these ethnic groups do you fed you belong?
WHITE MIXED ASIAN or ASIAN BRITISH BLACK or BLACK BRITISH
1 British 4. White and Back Caribbean 8. ndian 12 Caribbean
Z Irish 5. VWte and Back African 9. Pakistani 13. African
3. Any otter VWte background §. White and Asian 16. Bangladeshi 14. Any other Slack background
7. Any other mixed background 11 Any other Asian background
OTHER ETHNIC CATEGORIES NOT STATED
15. Chhese 17. Not staled
16. Any dher ethnic ca-egcry
6). Are you...?
1. Employed 2. Self-employed 3. Unemployed
4. Studying 4. Retired 5. Homemaker
7), Please choose your highest level of education:
1. Secondary school to age 16
2. Secondary school/college to age 18
3. Non-degree level vocational work-based training
4. University degree
5. University postgraduate studies (e.g. Masters)
6. University doctoral level studies (e.g. PhD)
8). Choose the group of jobs which best represents what you do. If you are not working now, choose the 
one that best describes what you did in your last job.
1. Modern professional occupations such as: psychotherapisti'psychologist- teacher -  nurse -  
physiotherapist — social worker -  welfare officer -  artist -musician -  police officer (sergeant or 
above) -  software designer
2. Clerical and intermediate occupations such as: secretary -personal assistant -  clerical worker -  
office clerk -  call centre agent -  nursing auxiliary -  nursery nurse
3. Senior managers or administrators (usually responsible for planning, organising and co- 
ordinaling work, and for finance) such as: finance manager -  chief executive
4 . Technical and craft occupations arch as: motor mechanic -fitte r -  inspector -  plum ber- printer-  
tool maker -electrician -  gardener -  train driver
5. Semi-routine manual and service occupations such as: postal worker -  machine operative -  
security guard -  caretaker -  farm worker -  catering assistant -  receptionist- sales assistant
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6. Routine manual and service occupations such as: HGV driver -  van driver -  cleaner -  porter -  
packer- sewing machinist— messenger- labourer -  waiter/waitress -bar staff
7. Middle or junior managers such as: office manager -retail manager— bank manager- restaurant 
manager-warehouse manager -  publican
8. Traditional professional occupation s such as: accountan t -solicitor—medical practrtioner- 
scientist—cf#mechanical engineer
9). Have you have ever received personal therapy e.g. counselling or psychotherapy? 1. YES 2. NO
10). If you have received personal therapy, how long was this for? Please estimate the total time in 
months. If you have had several episodes of therapy, please add them together._________ months
11). Do you work as a psychologist or psychological therapist e.g. counsellors, psychotherapists, 
psychoanalysts? This includes trainees and academic psychologists working h  universities.
1. YES i  YES please answer question 12
2. NO If NO please go on to the next page
12). If you had to choose ONE of the following as your primary area of work on a day-to-day basis, which 
would you most want to be concerned with (this may or may not be the area you are currently in):
1. Therapy/clinical work with individuals, carers or families.
2. Teaching, advising, consultation.
3. Research, testing, service development, management, other.
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Please worft through the next 54 statements. Choose the one response that you feel 
describes you most clearly. Choose any number between 1 and 7 to say how much you 
disagree or agree with the statem ent Strongly disagree is t . Strongly agree is 7, Neither 
agree nor disagree is 4,
Do not think too much about it -  your initial responses are usually the best Thank you.
DISAGREE AGREE
1. People's thoughts are a mystery to me. 1 2 3 4 5 a 7
2, It's easy for me to figure out what someone 
else is thinking or feeling. 1 2 3 4 5 6 7
3. My picture of my parents changes as 1 change. 1 2 3 4 5 6 7
4.1 worry a great deal about what people are 
thinking and feeling. 1 2 3 4 S G 7
5.1 pay attention to the impact of my actions on 
others’ feelings. 1
2 3 4 5 6 7
6, It takes me a long time to understand other 
people's thoughts and feelings. 1 2 3 4 5 6 7
7.1 know exactly what my close friends are 
thinking. 1 2 3 4 5 G 7
8,1 always know what 1 feel. 2 3 4 = G 7
9. How 1 feel can easily affect how 1 understand 
someone else’s behaviour. 1 2 3 4 5 G 7
to . 1 can tell how someone is feeling by looking at 
their eyes. 1 2 3 4 S 6 7
11.1 realise that 1 can sometimes misunderstand 
my best friends’ reactions. 1
2 3 4 5 G 7
1 2 ,1 often get confused about what 1 am feeling. 1 2 3 4 5 G 7
1 3 ,1 wonder what my dreams mean. 1 2 3 4 S G 7
14, Understanding what’s on someone else's 
mind is never difficult for me. 1 2 3 4 5 G 7
15.1 believe that my parents’ behaviour towards 
me should not be explained by how they were 
brouoht up.
1 2 3 4 5 G 7
16.1 don’t always know why 1 do what 1 do. 1 2 3 4 5 G 7
17.1 have noticed that people often give advice to 
others that they actually wish to follow 
themselves.
1 2 3 4 5 G 7
18. It's really hard for me to figure out what goes 
on in other people's heads.
1 2 3 4 5 G 7
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DISAGREE AGREE
19. Other people tell me I’m a good listener. 1 2 a 4 5 G 7
20. When 1 get angry 1 say things without really 
knowing why 1 am saying them. i 2 3 4 5 6 7
21. I’m often curious about the meaning behind 
others’ actions. 1 2 a 4 S G . 1
22 .1 really struggle to make sense of other 
people's feelings. 1 2 a 4 5 6 7
23.1 often have to force people to do what 1 want 
them to do. i 2 a 4 5 6 7
24. Those close to me often seem to find it difficult 
to understand why 1 do things. 1 2 3 4 S 6 7
25.1 feel that, if 1 am not careful, I could intrude 
into another person’s life. 1 2 a 4 5 G 7
26. Other people’s thoughts and feelings are 
confusing to me.
1 2 a 4 5 G 7
27.1 can mostly predict what someone else will 
do. 1 2 a 4 5 G 7
28. Strong feelings often cloud my thinking. 1 2 a 4 5 6 7
29. In order to know exactly how someone is 
feeling, 1 have found that 1 need to ask them. 1 2 a 4 5 G
30. My intuition about a person is hardly ever 
wrong. 1 2 a 4 5 G 7
31.1 believe that people can see a situation very 
differently based on their own beliefs and 
experiences.
1 2 a 4 5 G 7
32. Sometimes 1 find myself saying things and 1 
have no idea why 1 said them. 1 2 a 4 5 G 7
33.1 like to think about the reasons behind my 
actions. 1 2 a 4 5 G 7
34.1 normally have a good idea of what is on 
other people's minds. 1 2 3 4 5 G 7
35.1 trust my feelings. 1 2 a 4 5 6 7
36. When 1 get angry 1 say things that 1 later 
regret. 1 a 4 5 6 7
37.1 get confused when people talk about their 
feelings. 1 2 a 4 5 6 7
38.1 am a good mind reader. 1 2 a 4 5 G 7
39.1 frequently feel that my mind is empty. $ 2 a 4 5 G 7
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DISAGREE AGREE
40. If 1 feel insecure 1 can behave in ways that put 
others’ backs up. 1 2 3 4 5 6 7
41.1 find it difficult to see other people's points of 
view. 1 2 4 6 6 7
42.1 usually know exactly what other people are 
thinking. 1 3 4 5 6 7
43.1 anticipate that my feelings might change 
even about something 1 feel strongly about. 1 2 3 4 5 6 7
44. Sometimes 1 do things without really knowing 
why. 1 2 3 4 S 6 7
45.1 pay attention to my feelings.
1 2 3 4 5 6 7
48. In an argument, 1 keep the other person's 
point of view in mind. 1 3 4 S 6 7
47. My gut feeling about what someone else is 
thinking is usually very accurate. 1 2 3 4 £ 6 7
43. Understanding the reasons for people's 
actions helps me to forgive them. * 2 = 4 5 6 7
49.1 believe that there is no RIGHT way of seeing 
any situation. 1 2 3 4 5 6 7
50. i am better guided by reason than by my gut. 1 2 3 4 5 6 7
51.1 can't remember much about when 1 was a 
child. 1 2 3
4 5 6 7
52.1 believe there’s no point trying to guess 
what’s on someone else's mind. 1 2 3 4 5 6 7
53. For me actions speak louder than words. 1 2 3 4 5 6 7
54.1 believe other people are too confusing to 
bother figuring out. 1 2 3 4 S G 7
YES HO
1. Do you make yourself side because you feel uncomfortably full?
2- Do you worry you have lost control over how much you eat?
3. Have you recently lost more than one stone in a 3 month period? 1 2
4. Do you believe yourself to be fat when others say you are too thin?
5. Would you say that food dominates your life?
During the past week have you deliberately hurt yourself without
meaning to kill yourself? e.g. cut yourself, burned yourself, punched
yourself, put your hand through windows, punched walls, banged your 1 2
head?
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The following statements inquire about your thoughts and feelings in a variety of 
situations. For each item, indicate how well it describes you by circling the appropriate 
number. Read each item carefully before responding. Answer as honestly as you can. 
Thank you.
Does Describes
NOT ----------------- ► n» VERY
describe well 
me welt
1.1 sometimes find it difficult to see things from the "other 
quy's point of view". 1 2 4 5
2.1 try to look at everybody's side of a disagreement 
before 1 make a decision. 1 2 3 4 5
3.1 sometimes try to understand my friends better by 
imaqininq how things look from their perspective. 1 3 4 5
4. If I’m sure I'm right about something, 1 dont waste 
much time listening to other people's arguments. T 3 4 5
5. i believe that there are two sides to every question and 
try to look at them both. 1 2 3 4 5
S. When I'm upset at someone, 1 usually try to "put myself 
in his shoes’" for a while. 1 2 3 4 5
7. Before criticising somebody, 1 try to imagine how 1 
would feel if (were in their place. 1 2 3 4 5
Please rate each of the following statements using the scale provided. Circle the number 
that best describes your own opinion of what is generally true for you.
Rarely
true
Sometimes
true
Often
true
Very 
often or 
always 
true
1. I’m good at finding the words to describe my feelings 1 2 3 4
2. 1 can easily put my beliefs, opinions, and 
expectations into words 1 2 3 4
3. I'm good at thinking of words to express my 
perceptions, such as how things lasts, smell, or 
sound
1 2 3 4 5
4. It’s hard for me to find the words to describe what 
I’m thinking 1 2 3 4
5. 1 have trouble thinking of the right words to express 
how 1 fed about things 1 2 3 4
8. When 1 have a sensation in my body, it's difficult for 
me to describe it because 1 can't find the right words ! 2 3 4 5
7. Even when I’m feeling terribly upset 1 can find a way 
to put it into words 1 2 3 4 | 5
8. My natural tendency is to  put my experiences into 
words 1 2 3 4 5
9. When 1 do tilings, my mind wanders off and I’m 
easily distracted 1 2 3 4
10. When I’m doing something, I’m only focused on what 
I’m doing, nothing else 1 2 3 4 5
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Never
or
very
rarely
true
Rarely
true
Sometimes
true
Often
true
Very
often
or
always
true
11.1 drive on ‘automatic pilot" without paying attention 
to what 1m doing 1 2 3 4 5
12. When im reading, 1 focus all my attention on what 
I'm reading 5
13. When 1 do things, 1 get totally wrapped up in them 
and dont think about anything else 1 2 3 4 5
14.1 dont pay attention to what I’m doing because I'm 
daydreaming, worrying, or otherwise distracted 1 1 1 ! 0 9 # K #
15. When I'm doing chores, such as cleaning or laundry, 
1 tend to daydream or think of other things î 2 3 4 5
16.1 tend to do several tilings at once rather than 
focusing on one thing at a time i l l ! 2 E R !
17. When I’m working on something, part of my mind is 
occupied with other topics, such as what I'll be doing 
later, or things I'd rather be doing
1 2 3 4
18.1 get completely absorbed in what l*m doing, so that 
all my attention is focused on it 11111 iB a t i! 3 4 5
Please mark one box for each scale.
1. The symptoms have disrupted your work*/scheoi work:
Not at a! Mildly Moderately Markedly Extremely
0 1 2 13 4 |5  |6 7 8 |9 10
I have not worked/studied at all during the past week for reasons unrelated to the disorder. 
*Work includes paid, unpaid volunteer work or training.
2. The symptoms have disrupted your social life/leisure activities:
Not at si Mildly Moderately Markedly Extremely
0 1 |2  |3 4 15 16 7 18 19 10
3. The symptoms la v e  disrupted your family life/home responsibilities:
Not at a# Mildly Moderately Markedly Extremely
0 1 2 13 4 15 |6 7 8 |9 10
Days lost
On how many days in the last week did your symptoms cause you to miss school or work or 
leave you unable to carry out your normal daily responsibilities? 0 1 2 3 4 5 8 7
Days unproductive
On how many days in the last week did you feel so impaired by your symptoms that even though 
you went to school or work, your productivity was reduced? 0 1 2 3 4 5 6 7
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Never or Almost 
very rarely always or
1. f am often confused about what emotion 1 am fasting. i 2 3 4
2. 1 have physical sensations that even doctors dont understand. 1 2 2 4
3. When ! am upset I don't know i  E am sad, frightened, or angry. 2 3 * 5
4. 1 am often puzzled by sensations in my body. i 2 3 4 5
5. I have feelings that 1 can't quite identify. i 2 3 4 5
6. 1 don't know what's going on inside me. 1 2 3 4 5
7. 1 often don't know why 1 am angry. 1 3 4 5
8. it is difficult for me to find the right words for my feelings. 1 2 3 4 5
8. 1 am able to describe my feelings easily. i 3 4 5
10.1 find it hard to describe how I feel about people. ! 2 3 4 5
11. People tell me to describe my feelings more. ! 2 3 4 5
12. It is difficult for me to reveal my innermost feelings even to dose 
friends.
2 3 4 5
13 .1 prefer to analyze problems rather than just describe them. i 2 3 4 5
14.1 prefer to just let things happen rather than to understand why 
they fumed out that way.
! 2 3 4 5
15. Being in touch with emotions is essential. 2 3 4 5
16.1 prefer taking to people about ther daily activities rather than 
thé# feelings.
1 2 3 4 5
17.1 prefer to watch ’tight" entertainment shows rather than 
psychological dramas.
! 3 4 5
is . 1 can feel close to someone, even to moments of silence. 2 4 $
19.1 find examination of my feelings useful in solving personal 
problems.
1 2 3 4 5
20. Looking for hidden meanings in movies or plays distracts from 
their enjoyment
I 2 3 4 5
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Attached is a list of problems and complaints that people have. Please read each one carefully. 
After you’ve done so, please fill in the number 0  to 4  see below) which best describes how much 
that problem has bothered or distressed you during the past four weeks including today. Choose 
only one number of each problem and do not skip any items. If you change your mind, cross out 
your first answer and write a new one. All questionnaires will be treated confidenthllyt
0= not at aB; 1= a little bit; 2= moderately; 8= quite a bit; 4= extremely
How much will you bothered or distressed over the past four weeks by:
1. Nervousness or shakiness inside 28. Feeling afraid to travel on buses, subways, or trains.
2, Faintness or dizziness 29, Trouble getting your breath
3, The idea that someone else can control your 
thoughts 30, Hot or odd spells
4, Feeling others are to blame the most of your 
troubles
31, Having to avoid certain things, places, 
or activities because they frighten you
5, Trouble remembering things 32, Your mind going blank
6. Feeing easily annoyed or irritated 33, Numbness or tingBng in parts of your body
7, Pains in heart or chest 34. The idea that you should be punished for your sins
8, Feeling afraid in open spaces or on the street 35, Feeling hopeless about the future
9, Thoughts of ending your life 36. Trouble concentrating
10, Feeling that most people cannot be trusted 37. Feeling weak in parts of your body
11. Poor appetite 38, Feeling tense or keyed up
12, Suddenly scared for no reason 39. Thoughts of death or dying
13. Temper outbursts that you could not control 40. Having urges to beat, injure, or harm someone
14, Feeling lonely even when you are with 
people 41, Having urges to break or smash things
15. Feeling blocked h  getting things done 42. Feeling very self-conscious with others
16. FeeBng lonely 43, Feeling uneasy in crowds, such as shopping or at a movie
17, FeeBng blue
18, FeeBng no interest in things 45, Spells of terror or panic
19, FeeBng fearful 46. Getting into frequent arguments
20. Your feelings being easily hurt 47. Feeling nervous when you are left alone
21. Feeling the people are unfriendly or dislike 
you
48. Ôihers not giving you proper credit 
your achievements
22, FeeBng inferior to others 49. Feeling so restless you couldn’t sit still
23, Nausea or upset stomach 50. Feelings of worthlessness
24. FeeBng that you are watched or talked about 
by others
51. Feeling that people will take advantage 
of you if you let them
25, Trouble falling asleep 52. Feelings of guilt
26, Having to check and double-check what you 
do
53, The idea that something is wrong with 
your mind
27. Difficulty making decisions
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False/ 
Not at all 
true
Slightly
true
Mainly
true
Very
true
1. My mood can shift quite suddenly 1 2 3 4
2, My attitude about myself changes a lot 1 2 3 4
3. My relationships have been stormy i 2 3 4
4, My moods get quite intense 2 3 4
5. Sometimes 1 feel terribly empty inside 1 2 3 4
6. 1 want to let certain people know how much they’ve 
hurt me
1 2 3 4
7. My mood is veiy steady 1 2 3 4
8. 1 worry a tot about other people leaving me 1 2 3 4
9. People once close to me have let me down 1 2 3 4
10.1 have little control over my anger 1 2 3 4
11.1 often wonder what 1 should do with my life 1 2 3 4
12.1 rarely feel very lonely i 2 3 4
13.1 sometimes do things so impulsively that 1 get into 
trouble
1 2 3 4
14.1 Ve always been a pretty happy person 1 2 3 4
15.1 can't handle separation from those close to me very 
well
2 3 4
18. i've made some real mistakes in the people iVe picked 
as friends
1 2 3 4
17. When I'm upset, 1 typically do something to hurt myself 1 2 3 4
18. I've had times when 1 was so mad 1 couldn't do enough 
to express all my anqer
1 2 3 4
19.1 dont get bored very easily 2 3 4
20. Once someone is my friend, we stay friends 1 2 3 4
21. I'm too impulsive for my own good 1 2 3 4
22.1 spend money too easily 1 2 3 4
23. I'm a reckless person 1 2 3 4
24.1 am careful about how 1 spend my money 1 2 3 4
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Set A
In each group below, carefully circle the word that is  closest in meaning to the word in heavy type 
above the group. Make sure you circle erne word only. If you don't know the answer* have a guess or 
move onto the next question. The first one has been done for you as an example. Work downwards 
through each column.
1  Rage
1. crease
2. invite
3. rain
4. love
CsTanger])
12 Virile
1. demanding
2. concise
3. vulgar
4. familar
5. manly
6. barbarous
25. Obdurate
1. Formidable
2. hesitant
3. exorbitant
4. permanent
5. stubborn
6. obsolete
2 Squabble
1. saw
2. bubble
3. mould
4. lift
5. photo
s. quanei
14 Surmount
1. mountain
2. conceded
3. appease
4. overcome
5. descend
6. snub
26. Palliate
1. regenerate
2. alleviate
3. stimulate
4.qualiy
5. imitate
6. erase
2  Connect
1.join
2. lace
3. flint
4. field
5. bean
6. accident
15. Sultry
1. instinctive
2.s u iy  
2  trivial
4. solid
5. severe
6. muggy
27. Adulate
1 .increase
2. admire
3. flatter
4. waver
5. prosper
6. inflate
4  Provide
1. Harmonise
2. hurl
3. annoy
4. divide
5. commit
6. supply
16. Criterion
1. superior
2. certitude
3. clarion
4. critic
5. standard
6. crisis
28, Felicitous
1. sincere
2. valedictory
3. voracious
4. faithful
5. altruistic
6. opportune
& Brag
1. choose
2. hope
3. lag
4. boast
5. stone
6. jerk
17. Latent 
1 .delayed
2. potential
3. ingenious
4. discharged
5. overburdened
6. hostile
29, Ambit
1. talisman
2. armature
3. camber
4. confines
5. arc
6. ideal
S Shrivel
1. linger
2. volunteer
3. shiver
4. heed
5. wither
6. haunt
12 Dwindle
1. swindle
2. linger
3. diminish
4. pander
5. wheeze
6. compare
30, Recondite
1. brilliant
2. vindictive
3. indifferent
4. effervescent
5. abstruse
6. wise
7, Mingle 
1. interfere 
2  mix 
3. gamble
4. press
5. declare 
e.remark
19. Construe
l.p-ophesy 
2  contradict
3. scatter
4. interpret
5. collect
6. anneal
31. Cachinnafion
1. guffaw
2. conclave
3. cunning
4 .succour
5. conjunction
6. controversy
a Stance
1. partition
2. glance
3. position
4. fixed
5. slope
s. grief
22 Efface
1. delete
2. dsgust
3. adjoin
4. rotate 
5„ mark 
6.ascend
32 Exiguous
1. exhausting
2. indigenous
3. scanty
4. prodigious
5. esoteric
6. expedient
ft Verify 
l.decficale 
2  chastise 
3. correct
4. confirm
5. change 
6jpurify
21. Trumpery
1. etiquette
2. worthless
3. amusement
4. heraldry
5. highest
6. final
32 Putative
1. punishable
2. supposed
3. aggressive
4. computable
5. worthless
6. reoondlahla
10. Formidable
1. unexpired
2. feasible
2  tremendous
4. ravishing
5. orders 
S-rememberence
2 2  Perpetrate 
1. appropriate
2  propitiate 
3. commit
4. control
5. deface
6. pierce
34. Manumit
1. manufacture
2. enumerate
3. accomplish
4. liberate
5. emanate
6. permit
11» Thrive 
l.to n k  
2tiirash  
3. Mama
4. toy
5. reap
6. flourish
22 dower
1. scowl
2. disguise
3. aerate
4. shine
5. gloat
6. extinguish
12 Docile
1.meek
2. dominant
3. careless
4. passionate
5. homely 
e.dtsnb
24 Sensual
1. controversial
2. necessary
3. rational
4. careful
5. crucial
6. carnal
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Feelings and faces study
SeiB
The first one has been done for you. W ork downwards through eadh column.
1. Malaria
1.basraierit
2. ttieatra
3. ocean
(f^ .le v e P *) 
6. tune
13. Immerse
1. frequent
2. reverse
3. rise
4. hug
5. dip
6. show
25. Temerity
1. impermangnca
2. nervousness
3. pinchiality
4. rashness
5. stability
6. submissiveness
2  Fascinated
1. ill-toaled
2 . poisoned
3. frightened
4. modeled
5. charmed
6. coped
14 Conciliate
1. congregate
2. pacify
3. compress
4. reverse
5. radiate
6. strengthen
26. Fecund
1. esculent
2. profound
3. sublmne
4. optative
5. proKfic
6. safic
a  Liberty 
1. fræctom 
ZricJi 
3. forest
4. worry
5. serviette
6. cheerfdl
15. Envisage
t. enfeeble
2. surround
3. activate
4. contemplate
5. estrange
6. regress
27. Abnegate
1. contradict
2. renounce
3. belie
4. decry
5. execute
6. assemble
4  Stubborn
1. steady
2 . obstinate
3. orderiy
4. hopeful
5. holow
6. slack
16. Amulet
1. cameo
2. flirtation
3. charm
4. jadket
5. crest
6. savoury
28. Traduce
1. challenge
2. suspend
3. misrepresent
4. attenuate
5. establish
6. conclude
& Precise
1. natural
2. faulty
3. stupid
4. exact 
s.gi^nd 
6. small
17. Garrulous
t. talkative
2. massive
3. ridiculous
4. daring
5. ugly
6. fast
29. Vagary 
t.v^abond  
2.obscurtiy
3. evasion
4. caprice
5. vulgarity
6. fallacy
& Resemblance
1. memoiy 4. fondness
2. assemble 5. repose
3. attendance 6. likeness
18. Libertine
1. profligate
2. farrago
3. regicide
4. rescuer
5. canard
6. missionary
30. Specious
1.faladous
2. palatial
3. nutritious
4. coeval
5. typical
6. flexible
7. Anonymous
1. applicable
2. insulting
3. nameless
4. magnificent
5. fictitious 
e.untme
19. Bombastic
1. democratic
2. bickering
3. destructive
4. anxious
5. cautious
6. ponprus
31. Sedulous
1. rebellious
2. complaisant
3. seductive
4. dilatory
5. diigent
6. credulous
& Elevate
1. raise
2. revolve
3. waver
4. move
5. work
6.dispmse
20. Levity
1. parsimony
2. salutary
3. alacrity
4. frivolity
5. veileity
6. tariff
32. Nugatory
1. inimitable
2. sub&ne
3. numismatic
4. adamant
5. contrary
6. trifling
ft Task
1.hom
2. trap
3. problem
4. game
5. jail
6. job
21. Whim
1. complain
2. tonic
3. wind
4. noise
5. fancy
6. rush
33. Adumbrate
1. foreshadow
2. detect
3. elaborate
4. protect
5. eradicate
6. approach
101 Courteous
1. dreadful
2. polite
3. curtsev
4. proud
5. short
6. truthful
22. Ruse 
l.lm b
2. trick
3. colour
4. paste
5. bum
6. rude
3 4  Minatory
1. implacable
2. belitilsTig
3. dgDositorv
4. diminutive
5. quiescent
6. threatenino
11. Prosper
1. imaging
2 .succeed
3. punish
4. propose
5. beseech
6. trespass
23. Recumbent
1. fugitive
2. unwieldy
3.penienl
4. cumbersome
5. rapelng
6. reclining
12 Lavish
1. unaccountable 4. selfish
2. romantic 5. lawful
3. extravagant 6. praise
24 Querulous
1.astiingent
2. petiant
3. inquiring
4. fearful
5. curious
6. spurious
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221
Feelings and faces study
For each set of eyes, choose and circle which word best describes what the person in 
the picture is thinking or feeling. You may feel that more than one word is applicable but 
please choose just one word, the word which you consider to be most suitable. Before 
making your choice, make sure that you have mad all 4 words. You should try to do the 
task as quickly as possible.
Most people surprise themselves by how well they do in this test. Even if you think you don’t 
have a clue, just choose the one that Reels' ric
1. t. playful 2. comforting
3. irritated & bored
!
2. i. terrified 
a. arrogant
2. upset 
4. annoyed
3. t, joking 
a. desire
a flustered 
4. convinced
5. i, irritated z sarcastic 
s, worried 4 . friend y
i. joking 
s. amused 4. relaxed
t. aghast 
a, impatient
z fantasizing 
4. alarmed
Page 13 of 16 Feeling» & faces questionnaire pack v2.Q 11.16.10
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Feelings and faces study
7. i. apologetic 2. friendly 
a. uneasy 4. dispirited
8. 1. despondent 
3 . shy
2 . relieved 
4. excited
9. 1. annoyed 2. hostile
3. horrified 4.
11 1. terrified 
a. regretful
2. amused 
4 . flirtatious
10. 1. cautious 
3 . bored
2 . insisting 
4. aghast
12. 1. indifferent 2. embarrassed
3 . sceptical 4. dispirited
Paga 14 Of 16 Feelings & faces questionnaire pack v2.011.10.10
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Feelings and faces study
13. i. decisive 2 . anticipating
2. threatening 4. shy
15. 1. contemplative 2 . flustered
3 . encouraging 4. amused
14. t. irritated 2. disappointed 
3. depressed 4. accusing
16. t. irritated
3 . encouraging
2. thoughtful 
4. sympathetic
17. 1. doubtful
3. playful
2. affectionate 
4. aghast
18. 1. decisive
3. aghast
2. amused 
4. bored
Page 15 o i 16 Feeling» & faces questionnaire pack v2.0 f 1.10.10
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Feelings and faces study
i. arrogant
a. sarcastic
2. grateful 
4L tentative
21. 1. embarrassed 2. fantasizing
3. confused 4. panicked
23. 1. contented 2 . apologetic
a. defiant 4 . curious
20. 1. dominant 2 . friendly 
4. horrified
22. 1. preoccupied 2 . grateful
s. insisting 4. imploring
24. 1. pensive 
3. excited
2. irritated 
4. hostile
Pagg 16 Of 16 Feelings & faces qtiestkxinaire pack vZD 11.10.10
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Feelings and faces study
25. t. panicked 2. incredulous 
3. despondent 4. interested
27. 1- joking
3. arrêtant
29.
z cautious 
4. reassuring
1. impatient 
s. irritated
2. aghast 
4. reflective
26. 1. alarmed z shy
a. hostile 4. anxious
28. t. interested 2 joking
3. affectionate 4. contented
30. 1. grateful 2 . flirtatious
3. hostile 4. disappointed
Page 17 of 19 Feelings & face# quesbonnairB pack.v2.Cf 11.1 MO
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Feelings and faces study
3L 1. ashamed
a. joking
a
2. confident 
4. dispirited
33. i . embarrassed
3. fantasizing
2 . guilty 
4. concerned
35. 1 . puzzled 
3. insisting
2. nervous 
4. contemplative
32. i. serious 2 . ashamed
3. bewildered 4. alarmed
i  < ■
34. t. aghast 2 . baffled
3 . distrustful 4 . terrified
36. 1. ashamed 2 . nervous
3 . suspicious 4 . indecisive
Page 18 oi 16 Feelings & facea questionnaire pack v2.Q 11.10.10
Feelings and faces study
1 # : #
N o t
true
2 ISPS: 4SS:P
S o m e
-w h a t
5 6 7
V e r y
true
i. 1 never cover up my mistakes.
1 3 4 5 6 ?
1  There have been occasions when Ï  have taken 
advantage of someone.
1 2 3 4 5 6 7
3. I  always obey laws, even if  I ’m unlikely to get 
caught • 2 3 4 5 6 7
4 . 1 have said something bad about a friend behind 
his/her back. • 2 3 4 5 6 7
5, When I  hear people talking privately* I  avoid 
listening. t 2 3 4 5 6 7
6. I  have received too much change from a salesperson 
without telling him or her. 1 2 3 4 5 6 7
7 . When I  was young I  sometimes stole tilings. I 2 3 4 5 6 7
8 . I  have never dropped litter on the street. I 2 3 4 5 6 7
9 . I  never look at sexy books or magazines. I 2 3 4 5 Ô 7
ta  I  have done things that 1 don’t tell other people 
about. 1 2 3 4 5 6 7
I I . I  have pretended to be sick to avoid work or school 1 2 3 4 5 6
12 I  don’t gossip about other people’s business.
1 2 3 4 5 6
Finally, please lick the following box o n ly  if you are a  psychologist or psychotherapist 
with a specialist interest in ‘mentaiization'. .—
Many thanks for taking the time to complete this questionnaire.
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Appendix 9: Consent form
CONSENT FORM
‘Feelings & Faces’ Research Study
Name of Researcher: Alesia Ferions 
Phase tick box
□ I confirm that i have read and understand the information sheet dated 1110.10 version 2.0 for the above study. I have had the opportunity to consider the ^ formation, ask questions and have had these answered satisfactorily.
□ 1 understand that my participation is voluntary and that I am free to withdraw at any time without giving any reason, without my medical care or legal rights being affected.
E H  I agree to take part in the above study.
□ I wish to be entered into the prize draw. I give my name and postal address so a £15 voucher maybe sent to me if in the event that my name is drawn.
Postal Address (only required for entry in the prize draw}
Name
House number
Street
Town
Postcode
Name Dafe Signature
For o fïke uæ only 
Version 2.0 t l.lOLlO 
Participant number:
UNIVERSITY OF
SURREY
Appendix 10: Telephone support numbers
Feelings and faces research study
Contact numbers and websites for further support 
NHS Direct 0845 4647
www.rihsdirectnhs.uk 
Samaritans 08457 90 90 90 
email: jo@samaritans.org
2 4 -h o a r  te le p h o n e  h e lp lin e  o ffe r in g  e m o tio n a l s u p p o r t fo r  p e o p le  w h o  a r e  e x p e r ie n c in g  
fe e lin g s  o f  d is tre s s  o r  d e s p a ir , in c lu d in g  th o s e  th a t  m a y  le a d  to  s u ic id e .
SANE helpline: 0845 767 8000 
email: sanemail@sane.org.uk 
web: www.sane.org.uk
S A N E Iin e  a n d  S A N E m a H  o ffe r  e m o tio n a l s u p p o r t a n d M o r r m t io n  to th o s e  e x p e r ie n c in g  
m e n ta l h e a lth  p ro b le m s , th e ir  fa m ilie s  and carers.
Eating Disorders Association helpline: 08456 341414 
www.b-eat.co.uk 
email: help@b-eat.co.uk 
BPD World 0870 005 3273 
web: www.bpdworld.org 
email: maii@bpdworId.org
P ro v id e s  M o r r m t io n , a d v ic e  and s u p p o r t to th o s e  a f fe c te d  b y  p e r s o n a lity  d is o rd e r .
Borderline UK
www.borderlineuk.co.uk 
email: info@horderfineuk.co.uk
U s e r -le d  n e tw o rk  o f  p e o p le  w ith  b o rd e r lin e  p e r s o n a lty  d s o r d e n  In fo rm a tio n  o n  B P D  
tre a tm e n t o p tio n s .
v2.031.1M0
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Appendix 12: Recruitment poster
F e e l i n g s  a n d  f a c e s
W h a t do  yo u  th in k  th is  pe rson  is th in k in g  o r  fe e lin g ?
If  you are interested in participating in a research study 
about feelings & faces please take a questionnaire pack. 
In it you'll find inform ation about th is study and a 
questionnaire. Simply fill this out and re turn i t  in the 
freepost envelope provided. All your answers w ill be 
anonymous. You can also enter our prize draw.
This research has been approved by South East Research 
Ethics Committee. I f  you would like to ask m ore questions 
about the  research, please contact Dr. Alesia Perkins, at 
University College London 0207 6791943, or Simon Rogoff 
at the University o f Surrey 01483 689441.
IUQ.IÛV2.G
UMIVLKSl I V Oh
#  S U R R E Y
232
Appendix 13: Recruitment email
Email recruiting participants at University of Surrey. University College London 
and Salomons vl.O
Subject: F lin g s and Faces questionnaire
Message: We are researchers at the Universit)r of Suney and University College 
London looking for research participants for our questionnaire study. It takes about 45 
minutes and involves looking at some photographs of faces, answering some 
questions about your feelings about yourself and other people, attitudes to food, and 
impulsive behaviours. If you are interested, you can enter our prize draw where you 
have the chance of winning a £15 voucher.
If you would like to know more, pick up a Participant Information sheet and 
questionnaiie pad: from
Dr. Alesia Perkins Simon Rogoff
Clinical Psychologist & Honorary Trainee Clinical Psychologist
Research Assistant to Prof Peter Fonagy University of Surrey
University College London
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Appendix 16: Normality of residuals of main
outcome measures
Outcome
variables
Skewness Kurtosis
N 110 110
Statistic -.479 .171
RFQ18
St. Error .230 .457
Z-score 2.08 .37
N 110 110
Statistic -.080 .815
RFQ-self
St. Error .230 .457
Z-score .35 1.78
N 110 110
Statistic -.613 -.002
RFQ-other
St. Error .230 .457
Z-score 2.66 .004
N 104 104
Statistic .172 .361
KIMS
St. Error .232 .469
Z-score .74 .77
N 110 110
Statistic .006 -.354
TAS
St. Error .230 .457
Z-score .026 .77
N 110 110
PTS(SQRT)
Statistic .552 .608
St. Error .230 .457
Z-score 2.40 1.3
N 102 102
Statistic .034 -.147
RMET(SQRT)
St. Error .239 .474
Z-score .14 .31
KIMS= Kentucky Inventory of Mindfulness Skills; TAS=Toronto Alexithymia Scale; 
PTS=Perspective Taking Subscale; RMET=Reading the Mind in the Eyes test. SQRT=Square 
root transformation.
Criteria for normality: Z-Score > 3.29 on either skewness or kurtosis considered non-normal 
for N<200 (Fife-Shaw, 2011).
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